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•  V  7)  vnpcific  objectives;  3)  significant 

risSSSSIsiSSSS'.. 

predictors  of  treatment  *■=  ^“8.  ®t„Xd  unit  members  experiencing 

^Sr^—ttbe  studies  arerefe^^^^^ 

publications  are  attached  as  Appendices. 

Quamative  Studies  .  Mividuai  soldier  Interviews  and  FOCUS  roup 

.  «e.e  l:  Barriers  and  Faeiiitators  of  Treatment  Seeding  Among  Active  But,  Personne 

'  An  article  published  by  Zinxow,  Britt.  Pug.  '■ 

interview  study  •  ,  rrVi 

Factors  identified  by  this  study  “^^“Xs'XXXhXX>’'«“®> 

Sership 
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psychological  included  in  the  were  analyzed  for  themes  of 

?Hiir“5SE=i=S3SSS- 

.  ,™„r<,ving  Mental  Health  Treatment  Seeking  in 

Article  3;  Soldier  Recommendations  or  p 

„  rf*  i.  r-  w  “■«■  “ 

.  _  larcsiiVinnd  fellow  soldiers  ^  •  _j.  ,,  ,1 -.*■*/»  wi  dfl  soldier  recommends 


h  journal  utinzeu  ux^  xsr.sar..  **  ^^d  for 

msively  identify  the  ^  treatment.  The 

=fS^=i=F=a5i“ 

Quantitative  Study:  Determinants  of  Soldier 

Article!:  Determinants  ofMentnlHealthTreatmentSeeklngamongSoldie. 

„k„  Recognize  They  have  a  Prohlem 

AU  article  submitted  for  publication  by  Mt  Time  1  assessment  of 

rr"ai:t^yto"'^tc^^^^^ 
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•  ,„.S  of  treatment  seeking  cheeklist,  and 

the  comprehensive  i^g  factor  structure  of  the  ^  atigma  (e.g.,  “Getting 

analysis  supporting car  (jifferentialtreatment 

obtained  for  nine  f  my  chances  of  gettmg  P  mental  health 

mental  ^®alth  peatmen  treat  me  .  family  would  encourage  me 

stigma  (e.g.,  ^  for  treatment  seeking  (e.g.,  ^ers  (e.g.,  “I  would  have  to  wait 

;t"g^!^m;Sheal» 

“Mens's  Sents  work^.  n^Pl™  concerns  “^1  health 

^^leltal  health  "  ^  4e  Te  g-.  “I 

medication  to  J^^^t^tive”),  stigmatizing  beliefs  °  °  ^  ^  Ith  treatment”),  and  self-  ^ 

foaunitmemberwhohadr^^^^^^^^^^ 
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— -*5Hssss£r"s?^ 

I„.c.,„».-.--“““-‘"“""'-""' 

DutySoldiers  H  P,.rv  (2015)  was  submitted  for  publication  to 

An  article  by  Jennings.  Zimow.  “^^^Appendix.  The  findings  in  tins  m^uscnp 

nXtf^d  reducing  practical  barriers. 


of 
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fiiiaiiis  of i^ts'^'proSdaO  at  Timt  I  and  Time  2  ^ 

primary  finding  from  the  longitudinal  co  p  Time2  These  results  are  consistent  with 

SSL  redded  probabiuv  of  wajments^*^^^^  p015),  who  also  to»d 

recently  published  research  by  1  'Ls  a  predictor  of  a  reduced  probability  of 

that  a  preference  for  self-management  (20151  Ldy  the  time  between  the  two 

sSng  treatment  at  Time  2.  In  the  Adler  et  “  '  Sf  between  the  two  assessments 

a“essnients  was  12  months.  In  *e  P"rfen“ge%lems  themselves  fail  to  receive 

_ TVipfPifnre.  soldiers  who  preier  lo  p  _ between  the 


Overview  . 

^manu.riptiscurrentlyindev.2mcmadd^^^^^^ 

training  study.  Therefore  detml  leader  training  were  developed  in  accordance 

unit  and  leader  training.  >®P“SSe  Lo  Llitative  studies  and  the  quantitative  study 
with  the  information  obtained  froin  t  q  recommendations  from  the  broade 

conducted  in  support  of  the  grant,  In  additi  ,  awareness,  including  the  use  of  video 

StSe  on  redLng  stigma  -^Sn^L"  uty  (iorrigan  2012;  Kitchener  & 
testimonials  from  soldiers  receiving  treatm  anidelines  from  the  broader  trammg 

W004;  Pinfold,  etal  2005).  we 

literature  on  howto  provide  °f  „f^.playi„g  to  allow  soldiers  to  practice  skills 

with  mental  health  problems  and  the  u  P  ^  indicated  in  prior  technical  reports, 

associated  with  helping  others  (Saks  &  ^dentists  at  the  Walter  Reed  Army 

the  unit  and  leader  training  were  evaluated  y  .  b  ^or  NCOS  who  were  assigned 

Site  of  Research,  ROTC  Cadre  a,  i„,p„rtance  of  leaders  in  the 

Davison.  BUes^^^ 

for  supporting  soldiers  who  need  treatment. 

FinaUy,wer=eogmzedt^tinfccusmg^«»^^^^^^^ 

mental  health  problems  soldiers  *™^“Sd  that  Mividuals  showing  symptoms  of 
Lienemann,  and  Tan  (2015)  recen  ^  regarding  the  importance  of  a  close  other  ge  mg 

depression  who  heard  a  persuasive  g  attitudes  toward  treatment  and  greater 

treatment  for  depression  expressed  individuals  who  reoeived  a  direct  message  to  get 

intensions  to  get  treatment  than  *ose  „onid  not  only  result  m  mcreased 

— s.r.is",Ers— 
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Method 

Participants  and  Design  ^  sqnad/section  leaders  (N  = 

each).  vT„™79)  rf*e  participants  '>™8  ^'o,^^Soldiers  from  up  to  five 

conditions 

49%  {n  -  170)  being  training  session,  and  soldiers  (84%),  with  an 

squads  participated  ^  session.  The  majority  ®^?t-rarv  for  an  average  of  4.74  years 

a  single  s^rvey-on  y^  ^  ^  '"JsP/a  followed  by  African  American 

average  age  of  2  .  (  f  participants  were  White  (51  ),  .  ==  247, 71%)  or 

(SD  =  5.22).  either  junior  enlisted  (El  E4. 

(25%).  Almost  all  P  P  7  9g,  28%). 

noncommissioned  officers  (E5  b  /,  n 


:„m«issioned officers 

;;ri'=.s.s“'SSS: 

who  completed  the  base  ^  psfog  chi-square  tests  of  participate 

recomposition  of  the  matched  sample  <mmP«  ^  ^  =  2.86,  p  >  .05; 

assesLent  in  -s  of^gender,^^  W  ^  P_,^,  „e  »  age,  d, 

or  ethnicity,  X2  (4) ’ 

7i46f-.36,p> -OS. 


Procedure  ^rpctfoator  one  graduate  student  and 

to  all  of  the  sessions  ^-*".'^iSators  Wefed  tte  scddi®^*e^_^^ 

'Xttlr "s  use^ 

any  of  the  survey  questions,  un  y  p 

analyses.  ,  ,  ,  an  minute  baseline  survey  assessinent 

:rrtr— Ot  getting  help  for  mental 
concerns  and  when  a  problem  needs 
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O')  the  barriers  and  facilitators  of  climate 

?,ovided  to  soldiers 

glS===SS2?- 

treatment-seeking.  ^  post-training 

After  the  training  was  post-training  assessment  was  a 

assessment  that  took  approximately  15  minutes. 

Se^version  of  the  baseline  survey. 

Leadertraining. Thesctuadleadersre.^^^^^^^^^^  _  _ 

'fssasssssssii? 

SSi“""--“--*'”""'““'‘ 

Sorter  version  ofthe  baseline  survey. 
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assessment.  was  coneluded,  soldiers 

.™-=S=rE=SS=ES5r 

categories.  (1)  «ie  ^  ^g  ^^d  and  eitec  categorize  the 

Banji,  2003),  and  those  focusing  on  medical  treatment.  A 

SS^eltowardmcntalhealda— ^ 

Measures:  BaseHne  and  S-moiithFo  P  •  m  influence  soldiers  to  seek 

Determinants  of  treatment-seeking,  *"S„as  developed  based  on  prior 

Britt  et  al.,  2008;  Hoge  et  al.,  2004.  J™  ®  i  treatment  stigma  (a  -  .92),  (3)  post  i 

mr‘lrenS\m  rfSeuUe  (o  =  .76).  “':^l,aSh  professionals  don’t 

agreeme^scalCd  ^  *’ t ‘’SnSeE^ues  S 'ImimeS  pre-  and 

ir5HSS=“-«=- 
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foi  each  knowledge  item,  and  the  number  of  correct  responses 

_  om  Five  items  were  used  to  assess  the 

Confidence  in  helping  fellow  soldiers  with  mental  health  concerns, 

extent  to  which  soldiers  felt  confident  toward  associated  with  helping  a  fellow 

Cle  items  include  “I  he  a^  effectively  help  a  fellow 

Idfc  S  hS*  — t  if  needed."  These  items  were  rated  on  a  S-po.nt  agreemen 

supportive  unit  behavl«J.^  Fwe  ^ 

S"d  you  S  fellow  soldier  who  was  currently  in  treatment, 

Treatnient-se.ldng.Treatment-seeldngwasmejm^^^^ 

capture  any  attempt  soldiers  ma  ®  ^  currently  experiencing  a  stress,  emotional, 

services.  First,  soldiers  were  asked  ^  J  ^  were  then  asked  “Have  you  sought 

alcohol,  or  family  problem.  Those  P  gg^ond,  soldiers  were  asked 

treatment  for  this  problem?”  health  services  (e.g.,  individual  therapy,  group 

the  past  3  months,  ^  ftL  any  of  the  following 

therapy)  for  a  stress,  emotional,  alcohol,  including  mental  health  professional  at  a 

professionals?”  Six  different  sources  we^  ^"Soctor  at  a  military  or  civiliari  facility, 
Sanitary  or  civilian  facility,  P« options  were  either  “yes”  or  “no”, 
chaplain  or  spiritual  advisor  and  visits  did  you  attend  for  mental  health 

Lastly,  they  were  asked  lu  the  past^^  ^  » 8- 12”  and  “more  than  12”. 

problems?”  Response  options  were  0  ,  i  , 

Measures:  Immediate  Post-Trammg 

The  measures  administered  immediately 

ttaining  and  a  le-assessment  that  assessed  soldier  perceptions  of  the 

Training  evaluation  was  assessed  *>^“  8  ^  this  trainmg  session  to  be 

usefhtaess,  effectiveness,  and  „  behaviors  relevant  to  the  training  (e.g.  “I  leanred 

urage  soldiers  to  seek  help)."  The  items  were  rated  on  a  7- 

point  agreement  scale. 

The  seven  The  retained  itenns  were 

IrredlwffTem^oadmgs^^^^^^^^^ 

also  re-administered  immediately  after  the  traimng. 
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Results 


of  the  following  the  training  in  «f ”‘*"*“1  e™  at  the  ttee-month  follow  up,  as 

well  as  examining  whether  the  cnang 

month  follow  up  S„„ey-Only  Control  Groups 

..  TAjeepfi^Tices  between  the  irainiug 

Baseline  Drfferen  control  groups  were 

».-qS=£SS^iS?SS“ 

345)  =  3. 59, p  rtifferences  in  the  major  baseline 

In  addition  a  series  of  one-way  ANOVAs  ^  °  ^  82;  intentions  and  confidence 

.  WeTof  supportive  unit  behaviors,  F(l,  346)  or  the  unit  climate  toward 

study  ^{^ier  get  treatment,  F(1 , 347)  .00,  P  _  ’  ^  ^  differences  responses 

in  helping  a  fellow  so Wi  |  ^  01  p  =  -91.  There  were  also  no  sign  ^  ^  .^5. 

of  tteatment-seetog.  “L^^oh  to  treatment-seeking,  F(1  348)  - 

differential  treatment  AV,^348)  =  M,p  =  .99;  nog^il‘''^“® 

,97,p=  .33;  ™ve  beliefs  about  treatment,  f(l,  348)  _  .P  •  ^  stigmatizing 

soldiers  who  had  soug  soldiers  reported 

concerns,  with  a  mean  of  1.34  (bh>  i.  t  f 

provided. 


Immediate  Post-Training  Assessment 

SS2S.”*5=“-  "  ' 
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Table  1 .  Means  and  standard  deviations  o 


,f  responses  to  Item  evaluating  the  training. 


i 

I  toand  this  training  session  to  be  useful. 

,  understood  the  information  in  this  training  session. 

I  liked  the  group  exercises  in  this  training  session. 

1  liked  the  videos  in  the  training. 

This  training  sessioneneouraged  Soldiers  (Leaders) 

to  look  out  for  one  another. 

I  learned  specific  actions  that  I  can  take  to  encourage 

Soldiers  to  seek  treatment. 

I  learned  how  to  recognize  when  mental  health 

problems  require  treatment. 

My  attitude  toward  mental  health  treatment  was 

improved  by  this  training. 

My  attitude  toward  those  who  get  mental  health 
treatment  improved  as  a  result  of  this  training. 

My  attitude  toward  mental  health  professionals 

improved  as  a  result  of  this  training. 


■mS;  sd  ^ 

-146  or'1^90  LzT 

5.58  1.26  5.77  1.41 

5.99  1.06  6.10  1.06 

5  68  1.24  5.80  1.19 


5.82  1-12 


5.47  1-25 


5.77  1.13  5.97  LI? 


5.78  1.14  5.93 


5,59  1.24  5.63 


1.25  5.63  1-50 


1.22  5.63  1-22 


5.64  1.28  5.63  1.38 
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ff  V  thp  training  A  series  of  2  (leader,  unit) 

Ke,  V"  —  t  "  rxSfthe  —  ^ 

X  2  (pre,  post  training)  mixed-mo  whether  a  soldier  received  the  unit  or 

let 

E^t?S52^s=“=S5=S?=? 

lissiisss 

'h  that  there  was  actually  a  Negative  perceptions 

.06, 
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Table  2.  Mean  differer.:es  in  knowledge.  aitUudes.  and  inieniions 

following  training. 

_ _ — — - — ' 


to  help  a  buddy  immediately 


Awareness  of  treatment 
Overall  attitude 
Differential  treatment  stigma 
Career  stigma 

Stigmatizing  beliefs  about  others 
Self-reliance 

Negative  beliefs  about  treatment 
Positive  beliefs  about  treatment 
Negative  beliefs  about  medication 
Social  support  for  treatment¬ 
seeking 


Post-Test 

n^ 

Mean 

SK 

'1 

"cm 

66.50** 

.28 

3.30 

.06 

56.03** 

.25 

3.76 

.12 

8.65** 

.06 

2.58 

.09 

1.42 

.01 

2.29 

.08 

9.67** 

.05 

2.21 

.08 

16.88** 

.09 

2.83 

.09 

6.63* 

.04 

2.73 

.07 

4.91* 

.03 

3.79 

.07 

.07 

.00 

3.16 

.13 

.96 

.01 

3.83 

.67 

.226 

.001 
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Three-Month  Follow-Up 

.  •  9  rha^eline  3 -month)  x  2  (training,  control)  mixed 

Supportive  behaviors.  A  series  (  Gaining  at  the  three-month  follow  up.  We 

methods  ANOVAs  were  ^  or  unit  member  in  the  follow-up  analyses 

did  not  include  whether  or  not  ^  ^lese  conditions  at  the  follow-up  assessment 

because  of  the  limited  number  of  leaders  “  ^  „e  found  that  the  mam  effect 

In  testing  the  effects  of  time  and  trauung  on  supp^ 

oftimewasnon-stgmf^tKl,7  )  .  ,  P  ^  found  a  significant  interaction  beWee 

significant,  F(l.  75)  =  7.90,p  ),“'•’  I, behaviors,  KU  75)  =  6,94,p  =  .01,  r, 
time  and  training  condition  in  the  pre  expected,  those  soldiers  in  the  trainmg 

=  09.  Figure  1  contains  a  graph  of  the  _  of  supportive  behaviors  they  engaged  m  at 

condition  showed  a  significant  incre^e  in  t  ,,  7f  <  01.  In  contrast,  those  soldiers 

L  3-month  follow-up  compmed  to  basehne.  ,,  ttic  3-nronth  follow-up, 

than  the  control  group,  F(l,81)  8.75,;?  <  .01.  _ 


m 

u 

© 

^2 

PQ 

<u 

t. 

ai 


1.69 


1.07 


1  Training 
I  Control 


Baseline 


Three-Month 


3.  Differences  in  suppcrlive  behaviors  b^ween  the  training  and  control  group  horn 
Sta  to  the  three-month  follow-up  assessment 
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month  follow-up  m  both  the  training 

group  (M=  4.14,  SD  ■  )•  riifferences 

Mental  health  treatment  seehin.  -  "  However, 

between  the  training  and  Wghet  percentage  of  soldiers  m  4= 

'S5  — ■  ” 

.  .  main  effects  or  interactions  on  knowledge  determinants  of  treatment 

mLtal  health  care,  awareness  hi  the  training  condition,  the  . 

seeking.  Furthermore,  considering  only  ^  awareness  of  treatment  options,  ov 

4-r\  ^^ryinyjth.  'folloW'~^P- 


'MentSlieSSi^nn^ 

Awareness  of  treatment 
Overall  attitude 
Career  stigma 

stigmatizing  beliefs  about  others  2.44 

Self-reliance 

Negative  beliefs  about  treatment 
A  range  -  61  to  179 


3.18 

.82 

3.52 

.72 

3.37 

.87 

3.50 

1.11 

3.71 

1.11 

3.52 

1.12 

2.60 

.95 

2.35 

.85 

2.50 

.97 

2.44 

.58 

2.27 

.77 

2.42 

.58 

3.04 

.81 

2.92 

.81 

2.92 

.95 

2.89 

.68 

2.73 

.75 

2.84 

.69 

18 


inclusions  attd  Future  Research 

The  results  of  the  unit  ^  fSowToirere  te<?m<Ste  following  the 

raining  increased  their  supportive  t„  mediate  the  effects  of  unit  training  on 

training.  However,  many  of  the  vanab  es  W  training,  but  returned  to  baseline  leve  s 

suSve  behaviors  were  increased  »  sessions  may  be  needed 

ZCe  month  follow-up.  “uhs  sug^  Office  (RTO)  of  the 

in  order  to  create  long-term  effects  of  the  tra  g  .  ^  foUow-on  evaluation  of  the 

developed  for  the  training. 
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What  opportunities  for  ‘“"“S  opportunities 

Describe  opportunities  for  paining 

experience  assist  others  m  attaining  g  f  f  “Professional  development  activities 
efmpk.  courses  or  one-on-one  work  mha  ^^^ff^Jrlise  and  may  include  workshops, 
result  in  >"“-^2lmr7sZ^ and  individual  smdy.  Include  participation  in  conferences. 


has  resulting  m  professional  I  for  publication,  and  designing  effective  unit 

profeslonal  conferences  and  local  community  events. 

Describelutwtheresul,^^^^^ 

interest  in  learning andcar^ - -  ^hv flie^ant to  multiple  audiences.  The 

We  have  disseminated  the  results  of  the  stu  included  in  an  item  bank  on  the 

deteiminants  of  treatment  seeking  we  d  |^P  Corporation.  The  PI  was 

determinants  of  treatment  see  mg  .tiama  and  other  barriers  to  treatment  seeking  m  e 

member  of  an  expert  panel  on  the  |  fo^.^!  Rotary  community,  and  also  shared  wi 

SSllfHer  rased  on  the  grant  were  puhlished  in  ^d  m 

Clemson-sponsored  publications. 
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.  „  d„  during  .he  neri  repuriing  period  to  accompUsh  ,he  goaU7 

mlobjecli^ - ™* 

we  anuc.pate  submitting 

training  study. 

.  .  _.„f.i,.«ri«dnaldiscipline(s)  of  the  project? 


Nothing  to  Report. 
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Describe  ways  in  which  the  project  made  an  impact,  or  is  likely  to  make  an  impact,  on 

commercial  technology  or  public  use,  including: 

•  transfer  of  results  to  entities  in  government  or  industry, 

:  ZTaLsihere  the  research  has  led  to  the  initiation  of  a  startup  company;  or 

•  adoption  of  new  practices. 


Nothing  to  Report. 

"Nothin,  ,0  Report.  ” 

Describe  how  results  from  the  project  made  an 

the  bounds  of  science,  engineering,  and  the  academe  world  on  areas  such  as. 

•  improving  public  knowledge,  attitudes,  skills,  and  abilities,  nnlides) 

.  changingbehemor.practices.  decision  making,  policies  (mcluding regulatory pohc  ). 

or  social  actions;  or 


■  rHANCES/PROBLEMS:  The  Project  Director/Principal  Investigator  (PD/PI)  is  reminded  that 
Report,”  if  applicable: 

Changes  in  and  reasons  for  these  changes. 
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Changes  that  had  a  significant  impact  ‘  ^  significant  impact  on 

Describe  changes  during  the  f  favorable  developments  that  enable  meeting 

expenditures,  for  example,  delays  in  hiring  stafi  orjavo 

objectives  at  less  cost  than  anticipated. 


me  oy  care  of  human  subjects  f'  j  iy  ,he  applicable  insntuUon 

reportingperlod  V Also  specify  the  applicable  Insmuttonal 

ZT^ltm^ZornUnimal  Care  and  Use  Committee  approval  dates. 

Signifcant  changes  in  use  or  care  of  human  subjects 

Nothing  to  Report. 


Significant  changes  in  use  or  care 


of  vertebrate  animals. 


Significant  changes  in  use 

Not  Applicable 


of  biohazards  and/or  select  agents 


preaucisrcs^Ungftomtheproiect^^^^^ 
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,ou™.pu.Uea«ons. 

technical,  or  professional  journals^  Iden  M  (published;  accepted, 

support  (yes/no).  _ _ _ _ 

an  Lknowledgment  of  support  from  the  Grant.  _ - - ^ 

■ - - ;  7-  p.  nnblications  Report  any  book,  monograph, 

Books  or  other  non-periodical,  f  .  ^  ^,ate  publication,  rather  than  a 

dissertation,  abstract,  or  the  ^  the  proceedings  of  a  one-time 

periodical  or  series.  Include  any  sf  commission,  or  the  like.  Identify  for  each 

conference  or  in  the  of  collection,  if  applicable; 

one-time  publication:  Author  (  ),^  H>ne  of  publication  (e.g,  book,  thesis  or  dissertation), 
bibliographic  tLeJted  awaiting  publication;  submitted,  under 

publications  resulting  from  the  grant _ _ _ _ 

other  publications, 

publications,  conference  paper  P  ^^cgcntations  made  during  the  last  year 

s-s:  .sk“—  •«  » -  --  » 

presentation  produced  a  manuscript. _ ^ - 

were  supported  by  the  grant. 

SMentents  of  achnocvledgment  fc,  the  support  of  the  grant  were  included  in  both 
documents. 
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S';!,.;.— — r— 

Reportable  outcomes  are  defined  as  a  ^^aningful  contribution  toward  the 

scLufic  ad,a.ce.  or  treamen,.  and/or  re^bilUaWn  of  a 

understanding.  top™ 

disease,  injury  or  condition,  or  to  mprov 
,  data  or  databases; 

biospecimen  collections; 
rso.rtirs  nr  video  vroducts; 


software; 

models; 

educational  aids  or  curricula; 

Te:7TZM%r’nplasm  cell  lines.  OMprobes.  animal  models,: 

clinical  interventions; 
new  business  creation;  and 


other. 


_ _ _ _ : — ; - 

rhaveteSr^  wlS  0®“  “f  " 
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7. 


participants  &  OTHER  COLLABORATING  ORGANIZATIONS 

What  individuals  pnSs'  and  (2)  each  person  who  has  worked  at  least 


Name: 

Project  Role; 
Contribution  to  Project: 


Name: 

Project  Role: 
Contribution  to  Project; 


Name: 

Project  Role: 
Contribution  to  Project: 

Name; 

Project  Role: 
Contribution  to  Project: 


Name: 

Project  Role: 
Contribution  to  Project: 


Name; 

Project  Role: 
Contribution  to  Project: 


Thomas  W.  Britt,  Ph.D. 

MmagfdlhrSl  project.  Contributed  to 
oresentations.  Primary  role  in  development  of  &e  unit  md 
5r  “ling  and  coordination  of  the  mrit  tratntng  study. 

Cynthia L.S.  Pury,  Ph.D. 

SSuS  design  of  studies  and  unit  training.  Contributed 
to  manuscripts  and  presentations. 

Heidi  M.  Zinzow,  Ph.D. 

SSuSo  manuscripts/presentations,  some  study  design. 

Mary  A.  Raymond,  Ph.D. 

Sntributed  to  design  of  studies  and  unit/leader  training. 
Contributed  to  manuscripts  and  presentations. 

Kristen  S.  Jennings,  M.S. 

a.^^tefdatrmanagement  and  analysis;  contributed  to 
development  of  unit  and  leader  training. 

HiuNgae  (Janelle)  Cheung,  B.S. 

^rmanagement  and  analysis;  contributed  to 
development  of  unit  and  leader  training. 
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Name: 

Project  Role: 
Contribution  to  Project: 


Name: 

Project  Role: 
Contribution  to  Project: 


Name: 

Project  Role: 
Contribution  to  Project: 


Anna  C.  McFadden,  M.S. 

Graduate  Student  _  -u  +  4  + 

Conducted  data  management  and  analysis;  contributed  0 

development  of  unit  and  leader  training. 

Crystal  Burnette,  M.S. 

Graduate  Student  .  -u  +  + 

Conducted  data  management  and  analysis;  contributed  o 

development  of  unit  and  leader  training. 

Skye  Gillespie,  M.S. 

Graduate  Student  .  -u  +  ^ 

Conducted  data  management  and  analysis;  contributed  t 

development  of  unit  and  leader  training. 


8.  Has  .here  been  a  ehange  in  .he  aCive  Cher  supper.  „f  .he  PD/PI(s)  or  senior/key 

personnel  since  the  last  reporting  period .  neriod  state  “Nothing  to  Report.  ” 

If  there  is  nothing  significant  to  or  senior/key  personnel,  then  describe  what 

If  the  active  support  has  changed  for  the  P  ()  nreviouslv  active  grant  has  closed 

he  change  has  been.  Changes  may  occur,  it  is  clear  what 

and/or  if  a  previously  pending  grant  ^smw  information  is  not 

IZessa^farTn^^^ch^^^^^^ 

Describe  partner  organizations-  organizations 

commercial  firms,  stale  or  loca  go  j  ..Lc  .Uc  nroiect  Partner  organizations  may  have 

^Zlfi^nZTJr  InSZlP.  Zpplied  facilities  or  equipment,  collaborated  in  the 

Qdentify^^r  more) 

:  Tu/filmZnU  partner  makes  software,  computers.  cuipmenZ.  etc.. 

.  72\umZtZ°’fis,ftctZaff  use  the  partner’s  facilities  for  project  activities): 

work  at  each  other  s  site),  and 
•  Other. 
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We  had  an  in-person  day-long  meeting  with  personnel  from  the  Department  of  Military  Psychiatry  at  the 
Walter  Reed  Army  Institute  of  Research  in  Forest  Glerm,  Maryland  to  deliver  the  initial  version  of  our 
FMHT  Intervention.  We  also  had  a  conference  call  meeting  to  deliver  the  revised  version  of  our  FMHT 
intervention  that  lasted  approximately  3.5  hours  and  the  WRAIR  researchers  provided  feedback  that  was 
incorporated  into  the  final  version  of  the  training. 


8.  SPECIAL  REPORTING  REQUIREMENTS 

COLLABORATIVE  AWARDS;  For  collaborative  awards,  independent  reports  are  required 
from  BOTH  the  Initiating  PI  and  the  Collaborating/Partnering  PI.  A  duplicative  report  is 
acceptable;  however,  tasks  shall  be  clearly  marked  with  the  responsible  PI  and  research  site.  A 
report  shall  be  submitted  to  https://ers.amedd.armv.mil  for  each  unique  award. 

QUAD  CHARTS:  If  applicable,  the  Quad  Chart  (available  on  https://www.usamraa.annv.mill 
should  be  updated  and  submitted  with  attachments. 


9.  APPENDICES:  Attach  all  appendices  that  contain  information  that  supplements,  clarifies  or 
supports  the  text.  Examples  include  original  copies  of  journal  articles,  reprints  of  manuscripts 
and  abstracts,  a  curriculum  vitae,  patent  applications,  study  questionnaires,  and  surveys,  etc. 

Appendix  of  Publications  and  Presentations  funded  by  the  Grant 

Publications  from  the  Grant 


Cheung,  J.H.,  Britt,  T.W.,  Raymond,  M.A.,  Fury,  C.L.,  &  Zinzow,  H.M.  (in  press).  Soldier 

recommendations  for  improving  mental  health  treatment  seeking  in  the  military.  Military 
Behavioral  Health. 

Britt,  T.W.,  Jennings,  K.S.,  Cheung,  J.H.,  Fury,  C.L.S.,  Zinzow,  H.M.,  Raymond,  M.,  & 

McFadden,  A.C.  (2015).  Determinants  of  mental  health  treatment  among  soldiers  who 
recognize  they  have  a  problem.  Under  review  at  Work  &  Stress. 

Britt,  T.W.,  Jennings,  K.S.,  Cheung,  J.H.,  Fury,  C.L.S.,  &  Zinzow,  H.M.  (2015).  The  role  of 

different  stigma  perceptions  in  treatment  seeking  and  dropout  among  active  duty  military 
personnel.  Psychiatric  Rehabilitation  Journal  (Special  Issue:  Self-Stigma  and  Mental 
Illness),  38,  142-149. 

Zinzow,  H.  M.,  Britt,  T.  W.,  Fury,  C.  S.,  Jermings,  K.,  Cheung,  J.  H.,  &  Raymond,  M.  A.  (2015). 
Barriers  and  facilitators  of  mental  health  treatment-seeking  in  U.S.  Active  duty  soldiers 
with  sexual  assault  histories.  Journal  of  Traumatic  Stress,  doi:10.1002/jts.22026. 
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Pury,  C.L.S.,  Britt,  T.W.,  Zinzow,  H.  Raymond,  M.A.  (2014).  Blended  courage:  Moral  and 
psychological  courage  elements  in  mental  health  treatment  seeking  by  active  duty 
military  personnel,  Journal  of  Positive  Psychology,  9,  30-41. 

Zmzow,  H.,  Britt,  T.,  Pury,  C.,  Raymond,  M.A.,  McFadden,  A.,  &  Burnette,  C.  (2013).  Barriers 
and  facilitators  of  mental  health  treatment-seeking  among  active  duty  Army  personnel. 
Military  Psychology,  25,  514-535, 

Britt,  T.W.,  &  McFadden,  A.  (2012).  Understanding  mental  health  treatment  seeking  in  high 
stress  occupations.  In  J.  Houdmont,  S.  Leka,  &  R.  Sinclair  (Eds.),  Contemporary 
occupational  health  psychology:  Global  perspectives  on  research  and  practice  (pp.  57- 
73).  Hoboken,  NJ:  Wiley-Blackwell  Publishers. 

Zinzow,  H.,  Britt,  T.W.,  McFadden,  A,,  Burnette,  C,,  Gillespie,  S.  (2012).  Connecting  active 
duty  and  returning  veterans  to  mental  health  treatment:  Interventions  and  treatment 
adaptations  that  may  reduce  barriers  to  care.  Clinical  Psychology  Review,  32,  741-753. 

Invited  Colloquia/Presentations  from  the  Grant 


Britt,  T.W.  (2015,  August).  Understanding  and  supporting  employee  treatment  seeking.  Invited 
presentation  to  the  Live  Well  roundtable  on  employee  assistance  programs.  Greenville, 
SC. 

Pury,  C.L.S.,  &  Britt,  T.W.  (2015,  June).  Helping  soldiers  get  needed  mental  health  treatment. 
Invited  presentation  for  Coming  Home:  Key  Transitions  for  Warriors  and  Families,  a 
conference  sponsored  by  the  Greenville  Health  System  Memorial  Hospital,  Greenville, 
South  Carolina. 

Britt,  T.W.,  &  Singer,  B.  (2014,  November).  Mental  health  treatment  seeking  among  military 
personnel:  Determinants  and  unit  training.  Presentation  to  the  Marne  Behavioral  Health 
Conference,  Fort  Stewart,  Ga.,  November  17^'^. 

Britt,  T.W.  (2014,  September).  Understanding  and  influencing  military  personnel  getting  mental 
health  treatment.  Presentation  provided  to  the  Trauma,  Risk,  and  Resiliency  Postdoctoral 
Fellowship  Didactic,  Warrior  Resiliency  Program,  Southern  Regional  Medical 
Command,  San  Antonio,  TX,  September  9*. 

Britt,  T.W.  (2014,  August).  Getting  military  personnel  the  mental  health  treatment  they  need. 
Invited  presentation  to  the  Clemson  Rotary  Club,  Central,  SC,  August  4*. 


29 
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Britt,  T.W.  (2015,  August).  Unit  training  to  reduce  stigma  and  improve  attitudes  toward  mental 
health  treatment.  Chair  of  a  symposium  presented  at  the  annual  meeting  of  the  American 
Psychological  Association,  Toronto,  CA. 


Britt,  T.W.,  Zinzow,  H.  M.,  Pury,  C.  L.  S.,  Jennings,  K.  S,,  &  Cheung,  J.  H.  (2015,  August). 
Development  and  testing  of  unit  training  to  reduce  stigma  and  improve  treatment 
attitudes.  Symposium  presentation  at  the  annual  meeting  of  the  American  Psychological 
Association,  Toronto,  CA. 


Jennings,  K.  S.,  Pury,  C.  L.  S.,  Britt,  T.W.,  Zinzow,  H.M.,  &  Cheung,  J.  H.  (2015,  August). 

Barriers  to  treatment  seeking  in  the  military:  Implications  for  unit  training.  Symposium 
presentation  at  the  annual  meeting  of  the  American  Psychological  Association,  Toronto, 
CA. 

Zinzow,  H.  M.,  Britt,  T.W.,  Pury,  C,  L,  S.,  Jennings,  K.  S.,  &  Cheung,  J.  H.  (2015,  August). 
Facilitators  of  mental  health  treatment  seeking:  An  empirically-informed  unit  training. 
Symposium  presentation  at  the  annual  meeting  of  the  American  Psychological 
Association,  Toronto,  CA. 


Jennings,  K.  S.,  Cheung,  J.  H.,  Britt,  T.  W.,  Pury,  C.  L.  S.,  Zinzow,  H.  M.,  &  McFadden,  A.  C. 
(2015, 

June).  Leader  support  and  mental  health  symptoms:  Which  comes  first?  Poster  presented 
at  Coming  Home:  Key  Transitions  for  Warriors  and  Families  Conference.  Greenville,  SC. 


Cheung,  J.  H.,  Jennings,  K.  S.,  Britt,  T.  W.,  Pury,  C.  L.  S.,  Zinzow,  H.  M.,  &  McFadden,  A,  C. 
(2015,  June).  Determinants  of  mental  health  treatment  seeking  among  soldiers .  Poster 
presented  at  Coming  Home:  Key  Transitions  for  Warriors  and  Families  Conference. 
Greenville,  SC. 


Jennings,  K.S.,  Cheung,  J.H.,  Britt,  T.W.,  Zinzow,  H.M.,  &  Pury,  C.L.  (2015,  April).  Leader 

support  and  mental  health  symptoms:  Which  comes  first?  Poster  presented  at  the  annual 
meeting  of  the  Society  for  Industrial-Organizational  Psychology,  Philadelphia,  PA. 

Jennings,  K.S.,  Pury,  C.L.,  Britt,  T.W.,  Cheung,  J.H.,  &  Zinzow,  H.M.  (2015,  May). 

Longitudinal  predictors  of  self-reliance  for  coping  with  mental  health  problems  in  the 
military.  Poster  presented  at  the  bi-annual  meeting  of  the  APA/NIOSH  Work,  Stress,  and 
Health  Conference,  Atlanta,  Ga. 


Jennings,  K.S.,  and  Britt,  T.W.  (2015,  May).  Co-chairs  of  a  symposium  titled:  Supporting 

employees  in  high  stress  jobs:  Benefits  of  social  support  for  physical  and  psychological 
health.  Presented  at  the  bi-annual  meeting  of  the  APA/NIOSH  Work,  Stress,  and  Health 
Conference,  Atlanta,  Ga. 
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Zinzow,  H.,  Britt,  T.,  Pury,  C.,  &  Raymond,  M.A.  (2014.  November).  Barriers  and  Facilitators 
of  Mental  Health  Treatment-Seeking  among  Sexual  Assault  Victims  in  the  Military. 
Annual  Convention  for  the  International  Society  for  Traumatic  Stress  Studies  (ISTSS), 
Miami,  FL. 


Jennings,  K.S.,  Cheung,  J.H.,  Britt,  T.W.,  Pury,  C.L.S.,  Zinzow,  H.M.,  &  McFadden,  A.C, 

(2014,  May).  Determinants  of  mental  health  treatment  seeking  in  high  stress  occupations. 
Poster  presented  at  the  annual  meeting  of  the  Society  for  Industrial/Organizational 
Psychology,  Honolulu,  HA. 


Pury,  C.  L.  S.,  Britt,  T.  W.,  Zinzow,  H.  M.,  Raymond,  M,  A.,  McFadden,  A.  C.  (2013,  August). 
Low  Levels  of  Savoring  Predict  Treatment  Seeking  in  an  Active-Duty  Military  Sample. 
Paper  presented  at  the  American  Psychological  Association  2013  Annual  Convention, 
Honolulu,  HI. 

Pury,  C.  L.  S.,  Zinzow,  H.,  Burnette,  C.,  Breeden,  C.  (2012,  August).  Psychological  courage  as  a 
facilitator  of  treatment  seeking  in  an  active  duty  military  sample.  Poster  presented  at  the 
American  Psychological  Association  120th  Convention,  Orlando,  FL. 

Britt,  T.W.,  Raymond,  M.A.,  &  McFadden,  A.  (2012,  August).  The  multiple  ways  leaders  can 
either  facilitate  or  prevent  treatment  seeking  by  military  personnel.  Poster  presented  at 
the  annual  meeting  of  the  American  Psychological  Association,  Orlando,  FI. 

Raymond,  M.A.,  Britt,  T.W.  &  McFadden,  A.  (2012,  August).  Encouraging  receipt  of  mental 
health  treatment:  Recommendations  from  military  personnel.  Poster  presented  at  the 
annual  meeting  of  the  American  Psychological  Association,  Orlando,  FL 

Zinzow,  H.,  Pury,  C.,  &  Gillespie,  S.  (August  2012).  Perceptions  of  mental  health  treatment  as 
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31 


Clinical  Psychology  Review  32  (2012)  741-753 


Contents  lists  ayaiiaW 

Clinical  Psychology  Review 


Connecting  active  duty  and  returning  veterans  to  mental  health  treatment: 
Interventions  and  treatment  adaptations  that  may  reduce  barriers  to  care 

Heidi  M.  Zinzow  *,  Thomas  W.  Britt,  Anna  C.  McFadden,  Crystal  M.  Burnette,  Skye  Gillispie 

Department  of  Psychology,  Oemson  University,  USA 


HIGHLIGHTS 


Barriers  to  care  include  stigma,  practical  barriers,  and  treatment  perceptions, 

►  Treatment  adaptations  and  other  interventions  may  help  address  these  barriers, 

►  Adaptations  include  brevity,  flexibility,  and  use  of  technology. 

Interventions  also  reframe  perceptions  and  include  military-specific  components. 
Future  research  should  examine  the  efficacy  of  these  adaptations. 
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lecent  military  operations  in  Afghanistan  and  Iraq  have  involved  multiple  deployments  and  significant  com- 
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nilitary  personnel  are  relatively  low,  and  the  military  environment  poses  several  obstacles  to  engaging  in 
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eeking  and  engagement  among  military  personnel,  including  stigma,  practical  barriers,  perceptions  of  men- 
al  health  problems,  and  attitudes  towards  treatment.  Next,  this  paper  reviews  treatment  adaptations  and 
jther  inferventions  that  are  intended  to  reduce  barriers  to  care  among  active  duty  and  returning  military  per- 
ionnel.  These  include  early  interventions,  brief  formats,  integrating  clinicians  into  the  medical  and  railitaiy 
rontext,  technology-based  interventions,  addressing  negative  treatment  perceptions,  screening/early  identi- 

ication,  and  enlisting  unit  support.  ,  ,  .  ,  j 
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1.  Introductioft 


u  11  7001  American  service  members  have 

Since  September  11.  2001,  This  number, 

deployed  nearly  3.3  million  °  2  million  individual  ser- 

as  of  October  2009,  reOec  800,000  deploying  multiple 

vice  members  have  deploye  ,  ooerations  frequently  involve 

times  (Tan.  2009). 

multiple  deployments  and  h«h  witnessed 

heightened  exposure  to  ra  ^  2011’  Seal  Bertenthal,  Miner, 

violence,  and  physical  &  Castro,  2002).  For 

Sen,  &  Marmar.  2007:  Wnght,  marines 

example.  Afghanistan  and  Iraq  include 

returning  from  military  p  handling  human  remains,  kill- 

madside  bombs,  length  of  ^eploynient  han^mg  bm^ 

ing  an  enemy.  “ytT'2004).  In  studies  of  soldiers  and  ma- 

stop  a  violent  situabon  Hoge  et  ^^g^ged  in  a  fire- 

rines  who  deployed  to  Iraq  71  P  55-58%  had 

fight  50-57%  had  handled  human  r 

experienced  an  improvised  j  ^  ^ith  a  high  risk  of  de- 

J-MHAT  7. 201 1 ).  Combat  “P"^“2roosttraumatic  stress  disor- 
veloping  mental  health  ^  alruL/dependence  (e.g.,  Kessler, 

der  (FTSD).  depression,  and  sub  tance  aouse/o  p 

Sonnega,  Bromefi  Hbgh^.  &  Nelson,  1995)  ^..^tment-seeking 

Despite  these  ^eeds.  rate  of  men«.  ^ 

among  military  personnel  are  .  .  this  population. 

,t.»d  ba™„  and  f.dll.at.ra ma.m'nta.  it  1, 

In  order  to  facilitate  receip  an  .  .ypport  for  interventions 

also  topotlant  t»  ‘‘‘ “S"  ®at  ate  c.nttnotd, 

designed naaliov, ate  the  ,pos.  treat- 

encountered  in  for^thrveteran  population,  fewer  have 

ments  have  been  evaluated  fo  present  review  we 

been  tested  among  s  associated  with  active  duty 

pa,  special  mental  health  treat- 

'r'o^'TS.;  r"as:”t— ^ 

When  applied  to  the  act...  dot, 

and  returning  veteran  population.  ,  ^  prevalence  of 

The  present  review  begins  i«ith  ^ 

psychiatric  disorders  and  mental  barriers  and  facilitators 

'p„p„,.hons.We.hensun.»n»^ 

of  treatment-seeking  and  J  ^  ®  ^  been  conducted  with 

review  treatment-outcome  studies  that  have^D 

active  duty  and  returning  ve  era  >  treatment  in  the  military 

r.= 

needed  treatment. 

2.  Prevalence  of  psychiatric  disorders 

s,„dies=tim,tea,..19-«otscJd««omW^^^^ 

o,  l,a,  (Opaatlan  Endoting  Ft«dom  S  digno*  (Hoge, 
(OIF))  meet  current  entena  for  a  mental  nea, 


Auchterionie,  &  MilliUen  200^^ 

2010:  Milliken,  14^28%  meet  current  or  past  year  criteria 

etal„2009).Approximately  14  28%  -.npn,  i-bomas  et  al.,  2010), 

fe  TOD  (Seal  et  al..  2009  Taniehan  e  a  2008,  Thomas^  ^ 

,3-14%  meet  criteria  5%  m^  alcohol  or  drug 

2008;  Thomas  et  a  ..  2010)  and  ,3n,p5e  of  the  U.S. 

use  disorders  (Seal  et  ai..  2009).  P  be  3%.  and  the 

population,  the  rate  of  is  estimated  to  be  7%  (Kessler,  Chiu, 

rate  of  major  depressive  therefore  the  estimated  prevalence  of 
Demler,  &  Walteis.  2005).  phe  nrevalence  of  depression  is 

twice  as  high  among  recen  y  P  appears  to  be  similar  across 

SL"' rS* -« 

Ramchand  et  al.,  201 1). 


3.  Mental  health  treatment-seeking 

oespit.  high  ratpc  .f  ™«t.l 

diers  do  not  get  help  for  their  i  „  j^^jglyhalfofindivid- 

deployed  service  members  approximate^^ 

uals  with  a  mental  health  Tanielian  et  al.,  2008).  In  a  study 

(Hoge  et  al„  2006;  Kehle  a  psychiatric  disorder, 

of  soldiers  and  Marines  w  -  help  during  the  previous 

only  23  to  40%  reported  receivig  p  soldiers  do  not  pursue 

year  (Hoge  et  al.,  2004).  Furthermore 
follow-up  care  after  thetr  m^al  ref^^  ^1^^^^ 

?rSnUeSire?f2w-up  care 

4.  Barriers  to  mental  health  treatment-seeking 

Pnorresearchersh^eposUed^^^^ 

diers  do  not  seek  treatment  for  psych  g  .Pb^^jbes  (Britt,  2000; 

associated  with  admitting  P^V^log  ^  ^  bnson.l994).Sol- 

Creene-Shortridge.  Britt,  &  Castro,  2007’ pro- 

diers  may  believe  that  seeking  tr«^^^^ 

fessional  will  lead  other  so  hlems  and  that  their  com- 

incapable  of  handling  *eb  differently.’ Britt  (2000)  examined 
manders  will  view  and  •  „  a  nsvchological  versus  medical 

fhe  stigma  associated  vvith  having  ^  p,,ggheeping 

problem  soldiers  (  agreed 

mission  to  Bosnia.  Brit  (  ^  nsvchological  problem  would 

with  the  statement  that  a  mLical  problem) 

harm  their  career  (compared  to  .logical  problem  would 

and  45%  believed  that  ^dm.ttii^g  a  Psychol°g>“  P 
„pte  their  etbwotlteb  to  jJl'Locimd  with  ed- 

Sigma  assodated  vvith Jtottir*  a 

treatment-seeking  (Hoge  et  al,  2004),  ana 
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f  that  70%  had  a  concern  about  being  labeled  as  having  a 
veterans  found  that  70%  nao  a  2007).  These  con- 

2011)-  f  fdoi/incf  frpatTTiGnt,  h3V6 

In  addition  to  the  stigma  o  nractical  barriers  associated 

found  Chat  service  mem  ers  adequate  tcanspotlacion  to  get 

with  getting  care,  such  “  ^  for  treatment,  and  not 

;”r=f Est  Sote « K. 

Sot,riSrs.!aSrrmng|m.^— 

obtaining  psychological  help,  n  ^  a  psychological 

Hoge  (2006)  found  that  reported 

problem,  those  who  sought  treatm  f  ^th^ 

lower  stigma  and  fewer  ^  jj  ^  and  practical  bar- 

seek  treatment  ZlnsL  regarding  why  ser- 

rierstocarerepres  tw  treatment  (Britt  et  al.,  2008; 

:^4hTefr2Xn^  ---  “ 

to  encourage  treatmenriseekmg^  determinants  of  treatment- 

Although  f  f„,„5ed  onsdgmaand  practical  barriers 

seeking  in  a  military  setting  .,„,-titratpd  the  role  of  personal  be- 

to  care,  some  recent  research  has  ^^^ing  perLal  beliefs 

liefs  about  mental  illness  duty  male  Air 

about  mental  illness,  J p^iSD  found  that  soldiers 

Force  personnel  experiencing  symp  were  not 

L  they  could  handle  the  problems  "  to 

ready  to  talk  about  their  problems,  Jg,  Britt 

make  a  big  deal  out  of  their  j  had  a  mental 

etal.  (20n)foundthatResen/eCompo^ntveteran^^ 

health  problem  but  did  "ot  ^ee^^  ^ 

problem  was  not  severe  or  h  nmnierns  can  be  handled  oneself 

themselves.  Beliefs  that  psycholog  cal  ^  g 

nray  delay  ^^^t-see  mg  (Mad  e^  ,, 

"nSd“rht“«dj4.^^^^ 

ful,  that  treatment  is  only  lor  e«rem  p  medication  (Edlund, 

side  effects  will  be  2  gg.  Bdtt,  Kiocko,  Riviere,  & 

b.h.tu.t mihw 

ships  between  these  attitudes  and  mental  health 

diets  who  had  deployed  to  of  seeking  treatment 

care  were  associated  with  d  ,  ^  d  and  reservist  soldiers,  neg- 

(Kehle  et  al.,  2010).  Among  National  and  reserv 

Ltive  beliefs  about  to  care, 

unit  support  were  associated  associated 

Negative  beliefs  3b°ut  ment  counseling  and  medication 

with  decreased  likelihoo  „  Southwick,  2009).  Kim  et  al. 

(Pietrzak.  Johnson,  CO Wstein,  y.  &^^.^^  deployed 

LZ!“ord=SdvebdL^^^^^^^^ 


sfoUlu,  suggatt tba.  sb^m^ ,““17q:„“rm mL^S, »• 
““““““te  'lnfo™iio™  thut  aUdmss  'busu  baraurs  «»»» 
S,“  of  bmfit  l'= 


5  Facilitators  of  mental  health  treatment-seeking 

„ii=~Se=i"-~== 

in  military  ’^mdies  have  examined  the  relation  be- 

duty  service  m^^nbers  T  ^2009)  surveyed 

tween  leadership  and  barn  rnonths  after  deployment 

6,0  suldWf  in  “”*«  «r  (uf«- 

to  Iraq.  Findings  indicated  t  rennrted  higher  unit  cohe- 

cers)  more  highly  on  leadership  ^nd  repo^^^^^^^ 

Sion  were  less  likely  to  report  f’^  ^^^dorse  barrio 
treatment-seeking.  They  were  "l^^  ^  ^t  es  Britt  Wright,  and 

r  “T 

“apTwcS H^b  xrc:“r«.S". . 

r rL"p'iS.:t-  p»i.i»e  u,  b.ba.io„ .» »- 

fodated  with  fcwei  bamera the  „,il,ao 

A  third  study  '  ETSD  diagnosis  (Fikretoglu, 

members  who  met  cntena  participants 

Brunet  Schmitz,  Guay,  &  Pedlar.  2006)^"^^^ 
with  a  history  of  sexual  trauma  ^  ^i*  more  in- 

than  those  exposed  to  war  zone  ymotoms  interfered  with 

stances  of  trauma  exposure  J"  °  m  tment  Finally,  being 
functioning  were  also  J  ^.Vjrporting  an  income  of 

Sf w'per'yr;  a.  "S.'  waa  a.aoc,.,«i  with  inc.aaed  iiheii- 

TrTnTveE”  whoTad''aought  outpatient  tte.tn.ent  tot 
reJ  at  a  Vetetana  WTaira  I™ 

mental  health  treatment,  but  notPTSD  ^ymptoin  sjer  y. 

Tted  with  future  mental  health 

studyofAustrahan^etnamw^ 

erans  were  mJcds  others  after  arriving 

rre,t,S,e»S~..at.,V« 

;rroraS^rbr)ir'isr  h,Lb.,,, . 

rS^te^fouped  .,«<»« 

ceptance  of  TOD  and  avadab*,  o^dp  bjd« 

beliefa.c)ayaem6nMa 

couragemenL  Examples  01  m  helpful."  and  “the  system  is 

help  is  socially  ^“®P^*!^;  ,  =  ,ydedproceduresthatreducedstig- 

trustworthy,”Systemfac».n^^^^^^^^^  ^dat 

ma,  improved  access  and  PTSD  g  studies  indicate  that 

promoted  help-seeking. 

Luma history.symptom interference 

P^PK  a',:  b.»  about  paaboant  t.praa.nt 


HM.  Zinzow  et  ai  /  Clinical  Psychalo^  Review  32  (2012)  741-753 


744 

SS:SSSSiE5“- 

6.  Barriers  to  effectively  implementing  men^  health 
interventions  with  military  service  members 

Aside  from  barriers  to  accessing 

stigma  and  difficult  wotk  ^c  ^,3^5  been  noted  among 

implementing  3g3rchers  have  observed  that  engagement 

military  personnel.  First,  .  .afionghip  are  frequently 

in  treatment  and  developing  a  P  rplack  Litz  &  Keane, 

a  problem  when  treating  a  parttolar  chal- 

1998).  Similarly,  emotional  ‘‘‘^t^chment  pre  significant 

lenge  for  the  implementation  of  te^^hr^iques  th  ^  ji 

engagement  with  traumatic 

[Reger  &  Gahm.  of  Vietnam  veterans  finding 

combat-related  PTSD,  d-k™  „arianre  in  PTSD  scores  after  con- 

that  anger  accounted  for  40%  o^th  (mvaco  &  Chemtob, 

trolling  for  age.  education,  an  h^^^^p^ 

2002).  in  a  study  outcome  (i.e..  more  symptoms 

anger  predicted  worse  PT  suggested  that  anger  can  impair 

at  9  month  follow-up).  The  au  therapeutic  exer- 

the  ability  to  engage  in  trauma-rela  g  jj  figction, 

dses,  interfere  with  the  therapeutic  alhance  — 
and  result  in  premature  ter™na non 

have  noted  that  cognitive  e  improved  arousal  man- 

implement  with  military  P°Ptt’"tions  unti Urnpro 

agement  has  been  achieved  (Creamer  &  Forbes^20  y 

expo... 

several  reasons.  First,  ele  intproersonal  difficulties,  in- 

anddifPeoIiytraMingdvlliansmayleid  t  P 
cludmgchallenge.tade.elop,ng 

trainira  that  empPa.,.«  me»ol 

emotions,  and  the  use  of  anger  relevant  emotions  in 

could  lead  to  trouble  expenencmg  fear  and  ^ 

mental  health  treatment  (  ^  (bat  involve  emotionally 

2008).  Third,  '^"^hy  combat  depjoy™^^^ 

challenging  work  could  en  S  P  banges  in  biology  that  result 

ti.„dd.«h»nta.d^»«^y^ 

in  “treatment  resistant  PTSD  (  jj^arily  male,  and  men 

2008).  Fourth,  “hta^  service  m 

have  been  shown  to  be  less  rcspo^v  ^  Friedman,  2000). 

and  psychological  treatment  for  .  members  involves 

Finally,  a  particular  barrier  or  "^Xnging  duty  stations, 

their  fluctuating  assignrnents  ™,rt  et  ah, 

which  results  in  high  ‘?^°P°'h.'!,  ;^i3n5  have  often  described  these 

2011).  Although  researchers  personnel,  their  con- 

barriers  to  treatment  oreivation  and  theory, 

elusions  have  been  pnmanly  base  prevalence  of  these 

Therefore,  more  research  is  outcomes. 

barriers,  and  to  examine  their  re  treatment  adaptations  that 

w.  .«  ddsedbe  n»™«  ”tT"„d  dcLte  receipt 

have  been  developed  to  ^ddre^  barn  ^  veterans.  We 

or  needed  treetment «  ™™n.  that  h... 

first  describe  several  early  o  p  hopes  of  returning 

been  applied  within  the  military  context  m  ^  hopes 

soldiers  to  duty  quickly  bLn^ade  to  traditional  mental 

then  address  ?  to  enhance  the  likelihood  that  service 

health  treatment  m  orde  trpatment  Finally  we  describe  in- 

members  will  access  and  also  serve  to 

bers  are  receiving  evidence-based  care. 


7  Early  preventive  interventions  that  may  address  barriers  to  care 

_'sa=-.— =-ErS=- 

s-=5:;5;~;=.is=.s-- 

the  logistical  factors  that  dete  ^  P  fg^-jiitate  treatment-seeking 

mental  health  treatment  They  may  also  taci 

by  encouraging  early  Z^Tfoima)  mental  health 

.».nt  a»d  b,  .  number 

treatment-seeking.  In  the  P'^  imoortance  of  establishing 

of  such  interventions,  and  h'gWight  the  importance 

their  efficacy.  Table  1  included  active 

facilitators  addressed,  an  ^  fFect  sizes,  we  followed 

duty  or  OEF/OIF  vnemns  Jo jn^ret  ej 
Cohen's  (1 988)  guidelines.  .2  -  small,  -U 


7.1.  Combat  Stress  Control  Treatment 


one  category  of  these  mtervenrions 
combat  Stress  Control  Treatment  "Jl’VTnd  PIE  principles 

U.S.  Department  of  Defense  that  subsumes 

Brevity.  Treatment  is  short-term,  problem-focused,  and  geared  to- 
tamediacrofer  tr^^nent  as  soon  as  symptoms  are  evident.  This 

=-.f:s:SSS.~]=SS 

i^E===ss 

SmplidU.  A.ib'  f””  T 

S  ™  met  such  ..  re.U»U.  bygie-. 

b  a„  nf  18  active  duty  personnel  who  were  referred  by 

™1S  provider.. 

white  d.plo,ri  » 

200B).  The  prostate,  „,ction!,  copins 

vidual  therapy  sessmns  h  d^^^  relationships.  Program  corn- 

stress  management,  and  mt  p  g^^gral  distress, 

deployed  setting. 


72.  Psycho  logicaf  debriefing 


stressors  wilson.  2000).  Such  approaches  may 

common  reactions  (Raphael  treatment-seeking,  since 

help  comb,,  absrua  rl),T,bel“«™»a.b,r..Lop- 
they  are  not  presented  as  men  extreme  stressors  in  the  con- 

texToT?n  organizatS°duty.  One  of  these  models  is  termed  Critical 
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- -  Setting 


Study 


Sample 


Eorly,  preventive  interventtons 


Adler  et  al. 
(2008) 

Adler  et  al. 

(2009) 


952  active 

duty 

peacekeepers 

2297  OIF/OIF 

returning 

veterans 


Blevins  et  al.  t44  OEF/OIF 

(2011)  returning 

veterans 


Intervention 
conditions 

Critical  incident 
stress  debriefing 
(QSD) 

1.  Battlemind 
debriefing 

2.  small  Battlemind 
training 

3.  targe  Battlemind 
training 

4.  Stress  education 

1.  Life  Guard 

workshop 

intervention 

2.  Delayed 
intervention 
control 


Base  camps  during 
deployment 


U.S.  military 
installation; 

Small  groups 
in  classrooms; 
large  groups 
in  theater 

U.S.  drill  training 
sites 


Brief 

group  debriefing 
Administered  by 
military  personnel 
Brief 

Emphasize 
reintegration 
Reframe  treatment 
perceptions 
Incorporated  into 
standard 

reintegration  training 
Brief,  interactive 
workshop 
Incorporated  into 

military  training 
Peer  support 


Bjyan  and 
Morrow 
(2011) 


192  active  duty  Defender’s  Edge 
soldiers  (DEFED) 


During  deployment; 
skills  training 
during  battle  drills, 
training,  missions; 
services  in  medical 
offices 


Potter  er  al. 
(2009) 

38  active  duty 
soldiers 

Individual  and  group 
Combat  Stress 

Control  (CSC) 
treatment 

CSC  Restoration 
Center  at  an 

Air  Base  during 
deployment 

Brie/ interventions  integrated  into  medical  g 

Cigrang  et  aL  15  OEF/OIF  clinic  at  an  Army 

(2011)  veterans  medical  center 

Corso  et  al. 
(2009) 

19  active  duty 
soldiers 

1.  Writing  exposure 

2.  impact  statement 
(cognitive 
restructuring) 

Family  medicine 
clinic  at  an  Air 
Force  base 

Steenkamp 

Btal, 

(2011) 

8  active  duty 
Marines 

3.TAU'  ■ 

PE/CIT 

Behavioral  health 
clinic  at  Marine 
Camp 

Practical  barriers 
(time,  access) 

Stigma 

Practical  barriers 
(time,  access) 
Stigma 

Negative  mental 
health  perceptions 
Early  symptom 
identification 

practical  barriers 
(time,  access) 

Engagement 
Encouraging  social 
network 


pa;  CES-D; 

Conflict  Tactics 

Scale 

PCL; 

PHQ-Depression; 
Sleep  problems; 
Stigma 


Emphasizes  resiliency 
Reframes  symptom/ 

treatment  perceptions 

Conducted  in  context 
of  work  duties 
Clinician  military 
integration 
Medical  and  work 
duty  settings 
Uses  BICEPS  principles 


Brief 

Delivered  in 
primary  care 


Average  pre-post 
effect  sizes  (d) 

0.06 

8.5  month 
follow-up: 

.16 

1.  .09' 

2.  .02 

3.  .09 


Practical  barriers 
(time,  access) 
Stigma 

Negative  mental 
health  perceptions 
Engagement 
Early  recognition 

Practical  barriers 
(time,  access) 
Stigma 


Brief 

Delivered  in 
primary  care 


Brief 

In  garrison 


Short  Form  Health 
Survey-12,  PH(l-9. 
Generalized 

Anxiety  Disorder 
scale  (GAD),  panic 
screen  from  Brief 
PHd  Pa-C,  Buss- 
Perry  Aggression 
measure,  Dyadic 
Adjustment  Scale 
(DAS).  CIS,  AUDIT 


Significant 

changes; 

1 ,  PHQ.-9,  GAD. 
PCL-C,  DAS 

2.  None 


PCL-M;  Outcome 
Qiiestionnaire-45 


0.54 


Avoided  stigmatizing 
language 
Targeted  grief, 
shame,  guilt 


Practical  barriers 
(time,  access) 

Stigma 

Practical  barriers 
(time,  access) 

Stigma 

Practical  barriers 
(time,  access) 

Stigma 

Negative  perceptions 
of  mental  health 
Militaiy-related 
beliefs 


PSSl-I 

PCL-M 

PHQ.-9 

Behavioral  Health 
Measure 

PCL-M;  Behavioral 

Health  Measure-20 


PCL 

PHQ, 


0.43 


1.0.72 

2.  1.47 

3,  0.49 


1,73 


Virtufll  Reality  Therapy 
Mclayetal.  20  active  duty 
(2011)  soldiers 

Reger  etal.  24  active  duty 

(2011)  soldiers 

Tetehealth  service  delivery 
Litz  et  al.  service 

(2007)  members, 

OEF/OIF  or 

9/1 1  exposure 


1.  VR-GET 

2. TAU 

VRE 


LI.S.  Navy  medical 
facilities 

U.S.  Army  medical 
center 


1.  Self-management  Internet 

(while  in  U.S.) 

2.  Supportive 
counseling 


Virtual  reality 
Physiologic  monitoring 
Skills  training 
Virtual  reality 


Internet-based 

delivery 


Practical  barriers  CAPS 

(time,  access) 

Engagement  Stigma 
Practical  barriers  PCL-M 

(time,  access) 

Engagement  Stigma 


Practical  barriers 
(time,  access, 
resources) 
Stigma 


BAl 

BDI-ll 

PSSl-1 


1. 1.29 

2.0.44 

1.17 


Pre-poi;t 
1. 1.00 
2.  0.68 
6  month 
follow-up 
1, 1.63 
2. 0.80 


(continued  on  next  page) 
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Jelehealth  service  delivery 
Modandetal.  13vet^ 

(2011)  (38%OEF/01F) 


Strachan  et  al.  31  OEF/OIF 
(2011)  veterans 

Tuerk  et  al.  47  combat 

/‘>RlO'i  veterans 

^  '  (72%0EF/0!F) 

Croup  Therapy 

Alvarez  etal,  197  veterans 

(2011)  (8*  OEF/OIF) 


Norman  et  al.  14  OEF/OIF 

(2010)  veterans 


t  in-person  group  VAdinic 

^■p!^  conference  room 

2.  Teleconference 

group  CFT 


1,  PE/BA  in-person 

2.  PE/BA  home 
based  telehealth 

1,  PE  in-person 

2.  PE  via  telehealth 


1. cpr 

2.  TAU 


VA  medical  center 
or  home  {in  U.S.) 

VA  medical  center 
or  home  (in  11  .S.) 


VA  residential 

treatment 

program 


Seeking  Safety  (SS) 


VA  medical 
center 


2  sessions  p/week 
Group  teleconference 
delivery 

Pretreatment  FfSD 
psychoeducation 
Modified  CPT  language 
to  ease  understanding 
for  veterans 
Telehealth  delivery 


Telehealth  delivery 


Group  format 
Pretreatment  FTSD 
psychoeducadon 
Modified  language 
to  be  mote  relevant 
for  veterans 
Brief 


Practical  barriers 
(time,  access, 
resources) 
Beliefs  about 
rnental  health 


Practical  barriers 
(time,  access) 
Stigma 

Practical  barriers 
(time,  access) 
Stigma 

Practical  barriers 
(resources) 

Beliefs  about 
mental  health 

Practical  barriers 
(time) 

Treating  complex 
problems 


PCL-M 

BDl-n 

BAl 

PCL-M 

BDl-ll 


Significant 
difference  on 
CAPS  for  both 
groups;  no 
difference 
between  groups 


1, 0.50 
2.  0.67 


1.  3.20 

2.  2.58 


PCL,  BDl,  Brief 
COPE.  Symptom 

Checklist-6, 

Quality  of  Life-BREF 
PCL-M;  BDl-1! 


1.  0.12 

2,  0.04 


0.76 


Screening  and  Early  Meuti/icarion 


Army-wide 


(2011) 


Engel  et  al, 
(2008) 


30  primary 
care 

providers 


RESPECT-MIL 


U.S.  Army 
medical  center 


LI.S.  Army  primary 
care  clinic 


Eniisting/ellow  unit  member  to  "  Jgarrison  and 

Payne  etal.  Active  duty  Unltwaic  „„pvar!nnal  s-“ 


(2008) 


Army  soldiers 


Greden  et  aL 

(2010) 


Buddy-to-Buddy 


111  — 
operatioDsl  settings, 
all  unit  locations/ 
activities  outside 
of  clinic 

U.S.  drill  training 
sites 


Contact  with  provider 
PsychoeducatioD  on 
symptoms 
Referrals  from 
commanders 
Screen  mental  health 
problems 

in  primary  care  settings 
Interface  between 
primary  care  and 

mental  health  clinics 

Unit  members  reduce 

siiicidal/homicidal 

rislrs  and  ensure 
soldier  stays  in 
outpatient  treatment 
Peers  assess  mental 
health  needs  and 
connect  soldiers 
with  resources 


Stigma 

Early  symptom 

identification 

Organizational 

support 

Stigma 

Early  symptom 
identification 
Treatment 
engagement 


Stigma  of  inpatient 
care 

Support  network 


Stigma 

Support  network 


Early  symptom 
Identification 


National  Guard 
and 

Reserves 

returning  _ _ "T - interview  Version;  IBS  ^  impact  u. 

- TT-T— studies  Depression  Scale;  BAl  -  Bee 


,  ■  c  rrrcnl  and  consists  of  guiding  groups 
Incident  Stress  Debnefing  (  )  ^  severe  stressor, 

through  a  CISD  with  piatoons  of  952  peacekeepers,  the  in- 

in  a  randomized  tnal  of  (IlSD  ^  healthcare  providers  who 

tervention  was  admimstere  y  compared 

were  also  military  persorinel  (Ad!  "  Overall,  PTSD  symp- 

to  a  stress  management  class  a  j  different  from  the  no  in¬ 

toms  in  the  CISD  group  were  sigmfic  ^  y 

tervention  group.  For  soldier  P  PTSD  symptoms 

stressors,  QSD  was  minima  y  -upport  and  more  alcohol  prob¬ 
and  aggression,  higher  dear  positive  effects  of 

lems  The  authors  concluded  that  there 


debriefing  and  traming  ’"terven  P  ^  ^  ,es  that  resonate 

a  garrison  environment 

with  soldiers,  such  as  ®  ^  The  intervention  also  provides 
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fective  occupational  stalls  th  can  be  W  to 

adapted  (e.g.,  5  encouraged  to  adapt  combat  stalls 

hypervigilance  athome).  o  f  uming  close  bonds  \with  unit  mem- 

for  the  home  ^nvironmei^t  M 

bers  can  translate  to  soWiers  following  deployment  to 

In  a  randomized  trial  with  2  .  ^  debriefing  and  training 

Iraq,  Adler  et  al.  AmtSS-ldiers  with  high  levels  of 

to  a  stress  management  condmo  .  resulted  in 

combat  exposure  Battle^  ^  problems, 

fewer  PTSD  symptoms  with  high  combat  expo- 

Urge  group  Battlemmd  tt^nmg  P  P  Endings  support  the 

sure  also  reported  lower  level  g  members 

efficacy  of  this  early  ^e  note^ 

post-deployment.  However,  symptom  exacerbation  following 

civilian  populations  have  re^ort^  Alexander,  &  Bannister, 

psychological  debriefing  (  >  Hobbs,  Mayou,  Harrison, 

tious  application  of  this  approach. 

7.3.  Resiliency  training 


5,  “ 

■■Defender’s  Edge"  rce Forc^'TB^au  & 

was  designed  for  active  u^  pmohasizes  resiliency  and  reframes 
Morrow.  2011).  The  ^^^Sn^Wgh  levels  of  physical  and 

combat  as  “an  (p^g  ^g}."  Skills  training  is  conducted 

mental  fitness  and  during  battle  drills,  training, 

i,  five  30-minute  of  “Fatigue  Countermea- 

and  actual  missions.  Th"  Management,"  (e.g..  stress 

sures”  (e.g.,  sleep  hygiene),  Adrejiaine^nitive  ^g^j^ucturing.  goal- 

management),  Mission  prevention  grief),  and  “Mind  Tactics 

setting).  “KilUng."  (e.g.,  sklus  we  e  presented  as  nec- 

(e.g.,  soda!  support  distress  tota^  ^ 

essary  for  “OP^’"'^'.  t^e^fuil  spectrum  of  unit  activities.  This 

psychologist  r  a*  ion  a  ffiared  experience  with  service 

allowed  the  psychologist  to  P  health  is  disconnect- 

members,  to  reduce  the  percep  consultation  on  a  range  of 

ed  from  the  unit  and  to  deliver  imm  medical  officer's 

health  issues.  Clinical 
exam  office  to  reduce  of  192  Air  Force 

mental  health  symptoms.  Comprehensive  Soldier  Fitness, 

A  similar  preventive  and  is  currently  being 

focuses  on  developing  psychologicdr^^^^  ^^^s  to 

implemented  Army-wide.  On  P  5  ug^nan,  &  McBride,  2011). 

be  Master  Re, i».nc=  mine  develop 

As  part  of  this  training,  cognitive  restructuring  stalls 

self-awareness,  se'P-regu'a  kJK  ^pg^sonal/communication 

S  °"’'™ 

e..l«.t«l.«n<lmeto»e  n«^^“;“,„„„„Oo»  calW  -life 
Another  resihency-based  P  __  principles 

Guard:  Bringing  New  Ufe  to  the  .  Roca,  & 

of  Acceptance  ®^^°'^™  r'  vebehaviortherapydesignedto  in- 
Spencer,20n).ACrisa  th  .  ^^^^5  ^e.g.,  emotions,  thoughts, 

crease  acceptance  of  private  p  thoughts,  and  en- 

sensations),  increase  is  consistent  with  personal  values 

courage  engagement  in  artiv  h  service 

(Hayes.  2004).  In  a  study  of  Life  G  workshop  that  was 

members  completed  a  two-ho  '  ^  joyment  reintegration, 

™.b..  CUM 


,.«.w  »*. 

sociated  with  acknovvledgi  g  ^  included  a  nurse,  a  social 

training  was  administer  y  therapist  It  incorporated 

worker,  a  (recognizing  the  rLtionship  between 

three  skill  sets:  a)  Awareness  (  g  °  (nonjudgmental 

person  and  private  .‘^^.''Sessing  memories),  and 

Lceptance  of  private  events,  such  as  djstre^^^g^ 

c)  Value-Based  ^wmS  Owing 

Guard  was  J"  "  with  few  times  when  soldiers  are  m 

(i.e„  densely  packed  sched  ^^5  implemented  when 

one  location  for  ^^dwas  condensed  into  a  brief 

h  r  To  SSre^e  engagement,  PowerPoint  presentations  were 
roided°and  group,  interven- 

tiorpaSms  reported  fewer  dS"  on 

relationship  abuse  and  overall  mental  health  func- 

PTSD  symptoms  substanc  ^b  participants  were  not  ran- 

tioning.  A  ''f^dation  of  tLrIwere  differences  between  groups 
domized  to  condition,  aiffi  th  .  pjSD.  Further 

on  variables  such  ^d  de’sigis,  comparing  Life  Guard 

research  is  needed  using  long-term  follow-up  to  de- 

Tn  genemlriie  fficreased  use  Ftoess, 

CSC,  Battlemind,  towards  mental  health  prob¬ 

and  Ufe  Guard  may  red^  S  ♦■gateway"  for  seeking  more  in- 
lems  and  treatments,  -"d  ^e  as  a  gate  ^  ^ 

tensive  psychotherapy.  F  ^vnUmtarilv  initiated  contact  with 

reported  that  20%  of  Pa^^ffiaots  voffin  y 

;b(,„,.ra..bps,chol.gisl^^^^ 

of  a  course  of  psychotherapy  ^  symptom  man- 

ventions  also  offer  an  °PP°^™’^. ,  increase  the  effectiveness 

.g™„,  md  'f  ■‘""XS  spRdfe* 

of  brer  l''“"“”7X?t»nrs tiRns  <'=«'  ' 

'XnTrXb!::— 


b.  Ad,pb.«.ns  of  m.~ul  ■«="»».»♦  «  ■»» 

barriers  to  care 

in  addition  to  early  -d  preventive 
mental  health  that  have  garnered 

to  care  in  the  military  ‘=°^L  grounded  in  the  cognitive- 

the  most  support  for  trMting  interventions  tend  to 

behavioral  therapy  (CBT)  ®  ^  jTems  and  behaviors  in  order 

focus  on  altering  maladaptive  ffio^  ^  tf  interventions  that  have 
to  alleviate  psychological  treatment  of  trauma- 

received  the  most  empincal  supp  ^  Exposure  therapy 

related  disorders  among  veteran  ^vA/DoD,  2010).  PE  in- 

(PE)  and  Cognitive  Processing  memories  and  trauma-related 

volves  repeated  exposure  to  psychoeducation 

cues  (Foa  &  Kozak.  1986).  breathing  retraining  tech- 

(i.e.,  common  reactions  to  narratives  of 

niques.  CPT  involves  ^5ifymg’’stuck  points"  or  mal- 

traumatic  memories.  nlmtives  (Resick  &  Schnicke, 

adaptive  beliefs  that  involve  10-20  individual  therapy 

1992).  These  ’"^eiventions  gen  ly^  behavioral  health  pro- 

sessions  (50-90  to, 

SnttKeterans  Affairs  (VA^  ,,,,ral 

SX  bardai, era.  .„d  rb. 
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of  treatment-outcome  ^  formats, 

ment  adaptations  about  mental  health  treatment  and  symp- 

.i- 

veterans. 


S.].  Cliangingservice  delivery /ormats 


O.  i  .  - 

.  ,  .rp  (nfeerated  into  military  and  medical 

8,1.1.  Brief  Interventions  that  are  mtegratea 

settings  -  pc  pj  cPT  protocols  have  been 

A  few  abbreviated 

evaluated.  The  use  abbreviateo  v  ^  deployment  environment 

protocols  helps  address  *e  schedules,  and  frequent 

that  involves  '“"S ^  brevity,  interventions  need  to  be 
changes  in  location.  In  aj“  t  b_^  environment.  For  example, 
flexible  to  adapt  to  M  on  an  altered  schedule  or 

treatment  may  need  t  P  j  jjje  dime.  Researchers 

mental  health  providers  iP^J^ve  treatment  in  the  fol- 

change  in  service  bebvery  reduce  the  perception  of  clinicians 

towinsways:  a)  "  ZiUB  ^  !oWers  to  iototaa 

as  “outsiders,”  c)  "ducat^providers  on  military  culture  and 

with  service  providers.  d)  educa  p  leaders  and 

duties,  e)  allow  service  health  and  primary  care  pro- 

other  professionals.  0  nsvchoiogical  and  medical  problenis 

viders  to  address  comorbid  psy  h  pollack, 

that  are  frequently  observed  m  environment 

2008),  and  f)  tacticalLining  and  drills  allow  for  safe 

into  exposure  exercises  te.g., 

in  vivo  exposure;  ^^."f„Sreviated  combined  PE/CPT  prote¬ 
in  one  of  two  small  studies  of  a  eonibined  PE  and  CPT 

cols,  15  active  duty  OEF/OIF  cetera"  2011).  This  in- 

in  four  to  six  30  V  P^^Cam  Health  model/ 

tervention  employed  the  r  j^odel.  wherein  psychologists 

Behavioral  Health  Co"5ultat,on  ,,„ed  as  behavioral 

were  embedded  in  the  Participants  met  with  behav- 

health  consultants  to  medic  P  setting  biweekly,  coraplet- 

ioral  health  consultants  in  the  P  ^.^„^5Sing  deployment  event, 

ed  a  detailed  narrative  ^  completed  in  vivo  exposure 

re-evaluated  problematic  b  ’  ^  ^  the  conclusion  of  treat- 

activities.  If  symptoms  were  not  alk 

luent,  Part'cipanfo  improved  on  PTSD  severity,  depres- 

Treatment  completers  [n  Lnctioning  Fifty  percent  of  treatment 
Sion,  and  global  mental  fonctiom  g^  ^ 

completers  did  not  meet  «  ^  civilian  PE  studies,  it  was 
Although  the  dropout  rate  wa  g  Schnurr  et  al.,  2007). 

comparable  to  studies  vetera^^  ^3^^  hut 

The  average  pre-follow-up  ^  randomized  trial 

smaller  than  the  average  pr  P  standard  version  of  PE  m  a 

of  65  OEF/OIF  veterans  who  re  . ^ 

VA  medical  center  (d  - 1.66  Ttmr^  CPT  inteiven- 

In  a  second  pilot  study  of  ’  (^2011)  reported  sig- 

tion  for  active  b^ty  P«s°nn«b  ^  ^  8  Marines.  The 

nificant  reductions  sy  P  90  minute  individua 

intervention  was  conduct  g  comparable  to  the  full 


[eview  ■  - 

A  third  study  examined  an  e"aH^ 

pie  of  19  active  duty  ^HC  model,  delivering  five  30  minute 

ment  also  implemented  ‘b^  JHC  j^^j^^hed  provid- 

sessions  ia  a  family  reintegration  techniques  and 

ing  information  on  pos  p  ^  soedfic.  Two  brief  versions  of 

modi^ing  terminology  to  be 

CFTwereimplemented.a)wn  g  problematic  cognitions). 

ment  alone  (i.e.,  identifying  m  a  treatment 

These  intervention^ere  '^°™P  ^  condition  was  the  only  condi- 

as  usual  condition.  The  impacts  ^^^^ment  on  FTSD  and  global 

tion  to  exhibit  significant  pre-pos  1,47).  Participants 

mental  health,  with  a  8  global  mental  health, 

in  the  writing  exposure  condi^  P  implementing 

which  the  authors  “;^‘^Abis  study  was  limited  by  a  small 

exposure  therapy  m  ^^bnef  fo™atjh« 

sample  size,  high  attntion,  a  =j,ustrated  in  the  above  studies,  re¬ 
in  addition  to  the  adaptation  clinicians  have  been  inte- 

searchers  have  described  other  uniformed  behavioral 

grated  into  the  military  co  (Potter  et  al.,  2009).  ClinK 

health  providers  are  used  to  ...mry  professionals  to  improve  treat- 

dans  can  also  collaborate  with  mi  it  ^P  importance  of 

ment  efficacy  by  assisting  ^ 

implementing  empirical  y  ^’^PP  encouraging  the  receipt  of  appro- 
providers  may  assist  comm  members.  Communication 

priate  mental  trw  "uen  number  of  occasions  where 

with  leaders  can  additionally  red 

soldiers  are  unnecessarily  f  ^  ej  g,  Moore.  2006),  Further- 

„d=rs.«.dings  about 

more,  clinicians  can  attend  weekly  treat 

practice  therapy  tasks  when  they  ^  ,be  field; 

ment  sessions  [e.g.,  LiUtate  integration  into  military  set- 

Hoyt  &  Candy,  201 1^).  n  o  receive  education  on  military  cul- 

2006). 


8. 1 .2.  Use  of  technology  ^an  be  altered  for  the 

Another  way  the  service  deliv  ry  rg^hnological  advances, 

military  context  is  *rn“Sb P  delivery  of  mental 

This  includes  the  ,  b  (f  g  ^ia  telephone,  Internet,  or  video¬ 
health  treatment  via  ‘^beal*  (  •  ••  r^  reduce  the  stigma 

conferencing).  Such  "^dvancem  ^  ^bnic  and  to  m- 

Srrn'rSeS  — 

affordable  (e.g.,  Internet-based  self-h  p). 

retelling  traumatic  r  that  is  customized  to  resem- 

three-dimensional  ^aumatic  event  VRE  could  be  useful  m  re- 

ble  aspects  of  the  mental  health  treatment  among 

during  the  stigma  asso  involve  traditional  talk  therapy, 

military  personnel,  since  ^  ^  service  members  who 

It  may  also  be  more  approachable  t  y  6  problems.  Final- 

are  «p.™ncad  »“  „d  treatmb«  <»™“ 

conductad  with  24  acw.  /"bf 

The  intervention  resulted  ^  reporting  a  clinically  significant 

rr  Pd— 
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study  addressed  this  ^  in  tiaval  medical  centers  to 

duty  OEF/OIF  veterans  seeking  ^  3,  2011).  'Hie  re- 

VR?  and  treatment  as  usual  li  sessions 

searchers  employed  a  version  of  management 

of  graded  exposure,  physiologic  treatment  alter- 

skills  training.  The  researchers  hyp  gontml  excessive  autonomic 

ations  allowed  soldiers  in  therapy, 

arousal  and  cognitive  reacti  symptoms  in  compan- 

The  VRE  group  improved  ^rsL  was  large  (d  = 

son  to  the  treatment  as  usual  group,  and  he  eftec^s. 

1.29).  One  limitation  ofthis  study  IS  th  making  it  difficult 

tion  consisted  of  a  ^ of  VRE  in  comparison  to 

to  draw  conclusions  regarding  the  emc  cy 

other  specific  treatments. 


g,,.2.Z  Tdeheaffit.  Telehealth 

use  of  technology  to  barriers  such  as  chang- 

ficulttoaccess. Therefore,  tmayta^^^^^^^ 

ing  duty  locations  a  opp/oiF  veterans  who  received  PE  via 

providers.  A  pilot  depression  symptom  reduction 

telehealth  demonstrated  ^  group  of  35  veterans 

thatwas  smaller  but  compara  ^^^^  Cros.  &  Acierno, 

who  received  in-person  PE  (  .  and  relied  on  a 

2010).  Although  the  study  ®  ^ second  study  random- 
small  sample,  pre-post  effect  siz  home-based  telehealth 

ized  47  primarily  OEF/OIF  .''fJ^^^.l^Tsgssions  of  PE  and 

versus  in-person  treatment  resulted  in  significant  reductions 

behavioral  activation.  Both  con  i  Ruggiero,  Lejuez,  & 

m  Ft 5D  and  depression  treLent 

Acierno  2011).  Effect  sizes  were  moderate,  ana  reien 

did  not  Wnlflcantlv  diflei  (tom  “'P'”" ‘71  ”^,2007)  included  45 

Mhinds,ud,n,Ua 

service  members  with  PTSD  irao /Afghanistan.  Participants 

September  11th  or  due  to  combat  ,gnt  CBT  or 

were  randomly  Jj'^nistered  via  Internet.  Results  indi- 

supportive  counseling,  bot  rnp;in  PTSD  ratings,  with  the 

cated  that  both  Sandy  ew^  depres- 

„,«,™en.  «“  r  one  d„w- 

Sion,  anxiety,  and  PTSD  symptoms  ^gce  ,ess  bkely  to 

rSirni^Tr “S  "  M,  -ainate  dte  tap.c.  of  the 

intervention.  rimt-n  IT  veterans  (38% OEF/OIF)  via 

A  fourth  study  delivered  group  j^synes,  Macldntosh, 

„d.o  rthis  smo, » ex. 

Resick,  8i  Chard.  201 1  )•  cPT  delivered  twice  week- 

dude  the  written  nt  were  randomized  to  in-person 

!y  inl2,90  Both  groups  showed 

group  therapy  or  videoconerence^g  between  groups  was 

significant  reductions  in  ■  deliveiy  was  comparable  to 

v«  a, so  indicated  high  Ws  nf  acceptance 
”d^«sfac.io„wld.the.ide.c.„re™a^^^^^^^^^^ 

in  conclusion,  a  growing  body  of  resamn  in-person 

technology-baaed n/todeS  abo.e  tech- 
intmennonsdn  aM.oon  o  completing  tbeiapy  assignments 

nology  can  be  used  to  as  sessions.  For  example, 

when  a  soldier  is  “nable  jgggrded  on  an  MP3  player  and 


a  teolrnolngy-based  approach. 

&  Gahm,  2008). 

8.2.  Group  formats 

,  final  way adapt  se^ice  f^Sy'c™  *e”  “aCwfpT 
therapy  as  rLouices  are  limited.  Exposure 

viders  to  increase  access  to  c  through  normal- 

‘“°‘''''*Zs  m™S  s  ari  P»«S  social  support  (fioy  et  .1, 
izing  reactions  to  stressors  J  belo  to  address  barriers 

2000),  Therefore  group  thempy^  Lnd^group  therapy  may 

to  care  in  the  military  sett  g.  soldiers  particularly  when 

be  difficult  to  implement  with  active  amenable 

the  group  is  intended  Jelive  confidential- 

to  shifts  in  group  membership.  ■  ■  g  jjj  treatments 

ity  concerns  could  discourage  soldiers  from  engaging 

-Iwing  contact  whh  feU.w  «™“  ^ ^  „a,  i„  a  PTSD 

In  one  study  of  104  male  delivered  in  a  14-session 

Residential  Rehabilitation  rog  ’  reduction  than  treatment 

group  setting  resulted  in 

as  usual  (i.e.,  group  interven  i  ,ui  ywas  modified  to  reflect 

Language  from  the  noted  in  PTSD  symptoms,  de¬ 
combat  experiences.  Impro  „uaiity  of  life,  coping,  and  psycho- 

pression  symptoms  psya  l^g  oTparticipants  were  classified 

logical  distress.  In  me  Lt-i  g  f  imoroved  (Alvarez  et  al., 

as  recovered  and  41%  were  and  not  as  large 

2011).  The  average  effect  ^  Jjnn  of  OT  at  a  VA  medical 

as  a  study  that  employed  the  s  an 

center  (d=  124;  Monson  assessment  instruments 

therapy  format,  or  to  u  ^oriomization  to  condition,  use  of 
Strengths  ofthis  study  adequate  sample  sizes, 

valid  and  reliable  assessment ^  therapist  fidelity  as- 

self-care,  value-based  decision  a 'bot  study  with  a  1 0  session 

with  triggers,  and  '='"°’^'Trwffh  14  OEF/OIF  veterans  attending  a  VA 
version  of  SS  was  conducted  w  th  14  OEF/OIF  v 

clinic  (Norman,  Wilkms,  aper  S’  )  and  did  not  have  a  control 

study  reported  a  high  drop  o  (  decreased  PTSD,  depression, 

group,  completers  were  shown  canmle  size,  statistical 

and  substance  use  symptoms.  °  ^  ^  ^  sixe  for  the  treatment 

differences  were  not  calculamd^but^efffi^^^^^^ 

group  was  relatively  larp  (  •  )  jb^ 

tance  of  addressing  readjustment  o  civ  veterans  were 

cial  support  from  other  vetoan  .  treatment  if  they  were  first 

more  likely  to  engage  m  referred  to  SS,  or  if  they  were 

treated  in  a  PTSD  clinic  and 

allowed  a  few  sessions  to  studies  need  to  em- 

as  a  gateway  to  more  Jbe  efficacy  of  SS  with  OEF/ 

ploy  Ras  with  larger  ®  j  whether  this  intervention  can 
OIF  service  members,  and  to  deterni  ,  addition,  the 

be  successfully  adapted  for  active  p  adaptations  are 

Norman  et  al.  (2010)  study  suggests  that  further  p 

needed  to  improve  retention  rates  _  individual 

effectively  applied  to  active  duty  populations. 
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8.3.  Addressing  negative  beliefs  about  mental  Imalth  treatment 

several  inten^entionshavedevelop^^^^^^^^^^^^ 

less  stigmatizing  an  P  ^nfirms  their  negative 

niembers  to  incorporate  tn« 

beliefs  about  mental  health  tr_  ^  ^Otl:  Steenkamp 

et  al.,  2009;  Alvarez  et  al  20  ^  described  above,  re- 

et  al.,  2011).  In  the  jl,e  intervention 

searchers  avoided  ^  (Steenkamp  et  al.,  2011).  Re¬ 
as  "Adaptive  Disclosure  and  tra  g  (St^^  and 

searchers  also  avoided  the  u  language  was  modified  to  re- 

"treatment"  In  other  'SeTsuch  as  “faulty  think- 

„.e  complexion  and 

ing  patterns”  (Alvarez  et  a'-.  20  .  interventions  worked  to 

Several  preventive  and  r^sdie  symptoms.  As 

reframe  perceptions  Edge  program,  psychother- 

discussed  in  the  context  of  contribute  to  op- 

apy  can  be  presented  as  a  be  tied  to 

tlmal  combat  physical  conditioning  and  survival 

pre-existmg  job  skills  s  ,  Battlemind  training  reframed 

training  (Bryan  &  occupational  stressors  such  as 

symptoms  as  common  Information  on  the  fre- 

:"S  s  e 

velopment  occurs  (Bryan  &  ^tg^j  several  of  these  ele- 

The  Battlemind  decreased  stigma  among  large 

raents,  and  was  able  to  .  .  g^posure  (Adler  et  al.,  2009). 

group  participants  with  hi^g  i  ..=gd  language  (Alvarez  et  al.. 

The  group  CPT  study  use  ^  Although  the  brief 

2011)  only  demonstrated  smaUtreatmern^^^^^  demonstrated 

PE/CPT  study  used  E  ^  (Steenkamp  et  al., 

large  effects,  it  was  limited  y  reframing  elements,  but 

20?1).  Defender's  Edge  incorporated  many^mM^ 

was  not  /Xrefore,  future  studies  will  need  to  deter- 

2:  Wh  Ctipna  and  Mi 

health  treatment-seeking  and  recove^.  d  above,  educa- 

,n  addition  to  the  ircatment  d  P^ 

tion  can  be  provided  prior  to  mitiati  g  behavioral 

ative  beliefs  about  ‘^^^'^"hrmajority  of  soldiers  receive  some 
health  providers  report  that  the  ^  ^3j.ptherapy  (Wilk  et  al., 

form  of  CBT  and/or  evidence^base  dispelling 

2011),  soldier  education  sho  P  jg  itwillbeimpor- 

mispLptionsaboutthesetreatments  ,3, 

tant  to  explain  the  about  the  efficacy, 

approaches  to  help  reduce  conc^^  treatments.  Furthermore,  service 
timeframe,  and  nature  ...  i  f-„,jt,ation  on  common  medications 

members  can  be  provided  wi  ^heir  addictive  qual- 

and  their  side  effects,  addressing  j^ey  could  also  be 

ities  or  likelihood  °i™Painng  J  ^P^  ^  tj^g  consequences  of  not 
provided  with  information  a  j.  ran  ultimately  decrease  their 
seeking  1-e.menl  and  j  Snd,.  20«  )■ 

risk  of  separation  from  the  military  (Hoyt  &  y. 

,.4,  ineorpoe**  We^d  c„pcnea«  In..  ' 

Another  means  t^d  existing  in- 

vice  members  is  to  ‘"“^P^j^f^^'j^Tmtitary  Version  of  the  Cognitive 
terventions.  For  example,  b°*  t  J  &  Chard,  2007),  and 

Processing  Therapy  manu  (  Steenkamp  et  al, 

the  brief  PE/CPT  °  .  ^segments  to  address  traumatic 

(2011)  pilot  study,  ‘"^P  ^  e.  debs  Edge  and  Battlemind  inter- 


tional  engagement  and  relational  problems. 


8.5.  Relapse  prevention 

j  »  4-..,.,  Hi3i-  has  been  recommended,  but 
One  treatment  adaptation  prevention  components, 

not  evaluated,  is  incorpora  combat  exposure,  such  as  those 

soldiers  who  have  expertenced  tegh  chronic 

who  have  deployed  to  the  OTE/  problems.  Furthermore, 

PTSD  and  trauma-related  men  ^ 

soldiers  t,o,„=„U, 

of  mental  illness.  In  addition,  ^=,1  encounter  further  trauma 

plsced  back  in  sitoatlonn  when „  ,„p„„an. 
Lposo,e.-rhor.rose.  ..'‘f '  ^"*22 example,  »ldlers 
component  of  militaip  ^  .P  develop  plans  and  cping  snate- 

poattoeot  can  be  encour.grf  „eking  to- 

;frc2r2rd”"c»2^--^->- 

9.  Other  interventions  designed  to  radltet.  menUl  health 

treatment-seeking 

lothis  s^rtion  we  deserteprogr^^^^^^  3^^ 

ment.  These  include  f  ^*"d  ^  in  stigma  reduction 

programs  'b^t  ^^^^^^rograms  and  corresponding  barriers 

and  treatment  referral,  inese  pi  b 
that  may  be  addressed  are  summarized  in  Table  1. 


9,1.  Screening  and  early  identification 


One  recommendahon  for  ^  ^^roening  of  all  service  mem- 

health  treatment  is  to  implement  ^^sessipents  can  help  identify 

bets  during  and  deploymen 

at-risk  individuals,  with  an  emph  ^  traumatic  brain  injury, 

itaiy  setting  (e.g.,  multiple  x  ,jbes  the  use  of  such  procedures 
poor  social  support).  One  stu  y  Lewis-WlcChord  (Hoyt 

at  Madigan  Army  Medical  Center  j  deployment 

&  candy,  2011).  Soldiers  ^  Soldiers  are  re- 

as  part  of  an  Army-wide  ^  and  establish  a  plan  before 

quired  to  screen  for  behavioral  screened 

going  on  leave  or  being  re  ea  Army-wide  Post- 

again  between  90  an  fPDHRA)  At  Madigan.  soldiers  re- 

Deployment  Health  Re-Assessment  (PDH^k 

ceiL  Le-to-face  contact  or  schedule 

stigma  and  barners  sue  as  providers.  Ch¬ 
an  appointment,  as  well  as  lack  o  health  issues 

nicians  also  provide  P^y'^boeduca  g  ^ 

and  use  motivational  intewiew  g  treatment  on  their  own, 

intervention.  RESPECT-Mil.  institute  screening  and  referral 

Other  programs,  such  as  MSPE  represents  an- 

for  mental  health  problems  in  p  J  j  soldiers  (Engel 

other  non-stigmatizmg  mean  primary  care  providers  on  mental 

et  ah  2008).  This  requires  educabon  p  ^  program,  a  nurse 

rrSSSShbmb  serving  .ndrfeadptocri^^^ 
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service  use  remains  to  be  evaluated. 

9.2.  Enlisting /ellow  unit  members  to  assist  service  members  m  need  f 
treatment 

A  few 

member’s  unit  m  implementing  seeking  Unit  Watch  is  an 

problems  and  facilitate  further  ,  clinician,  the 

inteivention  in  which,  following  suicidal  and  homicidal  be- 

soldier’s  command  team  i  s  and  removing  dangerous 

haviorby  searching  the  soldier  g  continuously  observ- 

items,  prohibiting  access  to  ^  and  dmj 

ing  the  soldier,  and  ^  intervention  has  not 

(Payne,  Hill,  &  Johnson,  2008).  Althougj 

!rd^^dlTto  tkelmood'of  psychiatric  hospitalization,  which  is 

duce  stigma  and  assist  fellow  so  rogram  involves  having 

trained  soldiers  regularly  check  connect  them 

from  combat,  assess  ^  ^  2010).  One  study  reported 

with  needed  resources  (  ’  fg^^ed  to  formal  treat- 

that  over  20%  of  participating  f 

ment  by  their  Buddy  (Greden  et  al,.  2010). 


10.  Conclusions  and  future  directions 

Current  military  health  prob- 

gree  these  problems,  treatment-seeking  is 

lems.  Despite  high  rates  logistical  difSculties,  negative 

relatively  low.  Barriers  me  Jg3[^;uAnd  its  consequences,  and 
perceptions  of  menta  ^  J  maintain  mental  toughness.  In 

military  values  such  as  'le  ^g^gcgi  barriers 

addition  to  barriers  to  treatmen  -  .  ^  service 

to  effectively  implementing  ent).  However,  the 

members  (e.g..  treatment  outcomes 

prevalence  ofthese  barriers  and  -.dentifying  the  roles  of  these 

L  poorly  understood.  In  addition  to  f.gdicate 

barriers,  interventions  are  ne  v,ho  could  benefit 

treatment-seeking  among  ^ight  include  large  group  work- 

from  mental  health  ^  ^  ^  ^dgma  reduction,  changing  atti- 

shops  that  are  primarily  focuse  providing  information 

tudes  towards  mental  .  pger  support,  screening  for 

about  mental  health  treatmen  ’  military  personnel 

mental  health  Jy  also  be  needed  to:  a)  in- 

with  service  P^°''’‘*‘='.=/°‘’'^jJgj,®vioral  health  facilities,  b)  reduce 
crease  access  to  providers  an  cohesion  and  sup- 

concerns  regarding  confiden  fy.  )  ^  effects  of  mental 

nort  for  treatment-seeking,  and  d)  mitigace 

health  treatment-seeking  on  have  been  devel- 

Several  brief,  early  and  ‘^^^^“tigma.  job  duty  inter- 

oped  that  can  address  barne  mental  health  treatment,  and 

ference.  negative  attitudes  to  determine 

poor  symptom  recognition.  Mor  prevent  de- 

whether  these  interventions  re  adaptations  of  formal 

velopment  of  severe  symp  ■  P  address  barriers  to 

mental  health  treatmen  s  a  adaptations  include  incor- 

treatment-seeking  and  engage  •  typical  service  delivery 

poraliBB  lle»W«.y  “j  “Sr..*Xls. 

formats,  abbreviating  standard  tr  providing  treat- 

dans  into  the  military  and  P"^  ^  .^gducation  and  reframing 
ments  in  group  formats,  P''°''“^‘^  Lmoonents  Virtual  reality  and 
perceptions,  and  the  Ly  treatment  adaptations 

telehealth-based  interventions  are  tne 
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that  have  been  pos^  promise 

ficacy  was  found,  suggesting  tha  the^m^ 

for  overcoming  widespread  screening  and  in¬ 

care.  Finally,  mterven  „cp„riallv  improve  early  symptom  recog- 

creasing  peer  support  can  potentiaUyimjve^J^^^ 

nition  and  ^^aUtate  establish  their  utility, 

interventions  require  furth  needed  in  multiple  areas,  par- 

in  conclusion.  and  their  adaptations 

ticulariy  regarding  J^^^domized  controlled  trials  that  com- 

to  the  military  context  Firs  ,  ,  nrotocols  are  required.  Re¬ 
pare  adapted  “^jn"  whether  adaptations  to  existing 

search  is  also  needed  to  det  ij, 

treatments  wdl  improve  thei  cy  ^  empirically  supported 

active  duty  settings.  Fur  ^  . ’  within  the  civilian  pop- 

treatments  exist  for  traunia-  .  ,  ^  OEF/OIF  or  active  duty 

ulation,  but  have  not  version  of  ACT 

populations.  These  treatmen  s  .  ,  hstance  use  disorders 

Booj).  “Sot, s;r„" d,p«si.n 

(Miller  &  Rollnick.  “Sjcal  Behavior  Therapy  (Linehan,  1993), 
(Lewinsolm,  1975).  interventions  that  have 

„d  nt  of.tm«.la,ed  dlsord.,,  m 

established  efficacy  for  idlers  are  pharmacological  treat- 

vettrans,  bat  d«  J®”  ttt  „rphta«tt  can  „e,p  r=- 

ments.  In  general,  *e  ava  a  i  y  f  ^  ^  ^^^g^tal 

duce  barriers  to  care  because  q  ^j^idiers  often  harbor  con- 
health  professional.  ,  jf  _  201 1 )  and  the  efficacy 

cerns  about  medication  side  ef  (  increased  education  on 

of  pharmacotherapy  implies  the  address  the 

Je  fo,  "'“■J  ctaBte 

methodological  weaknesse  representative  of  the 

should  include  a)  larger  ^^I^P  ®  ^  intervention  conditions,  c)  treat- 

military  population,  b)  rando  d^^  co-occurring  pharmacologi- 

eSeXand  e 

gagement,  retention,  and  follow-up. 
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we  wopoee  - 

risks  and  benefits,  characteristic  of  moral  courage,  o  of  narratives  Both  internal  and  external  benefits  o  ea 


Soecffic  subtypes  of  courage  have  been  proposed  from  fce 

earliest  days  of  scholarly  interest  in  the  topic  by  both  phi- 

losoSers  (e.g.  Plato,  1961)  and  psychologists  (e.g.  Lor  , 

1918).  Distinctions  between  physical  courage,  s 

Dhvsically  dangerous  situations,  and  moral  courag  , 

shown  when  standing  up  to  others  for  what  is  nght,  have 

a  lengthy  history.  More  recently,  scholars  have  proposed  a 

third^type  of  courageous  action  centered  on  effo^ 

nbvsical  mental  or  emotional  limitations, 
overcome  physical,  mcurai,  u  /ontman 

labeled  alternatively  psychological  enrage  (Putoa^, 

1 997  2004)  or  vital  courage  (Lopez,  0  Byi  , 

sen  2003).  Although  these  types  of  courage  have  been 

proposed  as  fuzzy  sets  allowing  for 
Tester  &  Pury,  2011),  only  limited  empirical  work  has 
beeli  done  to^xamine  actions  with  features  of  more  than 
one  type  of  courage.  In  this  paper,  we  examine  a  particular 
voluSry  action  -  seeking  needed 

while  serving  as  an  active  duty  member  of  the  armed 
forces  -  as  a  potential  example  of  a  blended  courage  type. 

The  three  components  of  courage 
According  to  Rate  (Rate,  2010;  Rate,  Cl-ke,  Lm^y,  & 
Sternberg,  2007),  the  three  components  of  ^ 
courage  consist  of;  (a)  volition  (making  ^  volimta^ 
choici,  (b)  risks,  and  (c)  a  noble  or  worthwhile  goa ,  or 
pursuing  a  benefit.  Throughout  this  paper,  w^^^  ^e 
conned  with  jimc«s5  conrage;  that  is,  the  ivay  in  which 
an  individual  goes  about  actuaUy  choosmg  and  execuhng 


riskv  action  for  a  valued  goal,  rather  than  accolade 
courage  or  the  extent  to  which  observers  attribute  courage 
m  a  parkcular  action  (Puiy  &  Sfiirkey,  2010).  Wbemas  m 
action  high  in  process  courage  might  entail  a  nsk  for  any 
o^S  that  action,  it  might  just  as  well  be  nsl^  for  only 
that  partiralar  individual  at  that  particular  tmie.  The  noble 
vllue  of  the  goal  might  be  immediately  apparent  to  anyone, 
or  its  value,  again,  might  be  unique  to 
at  that  paificular  time  (see  Pury,  Kowalski,  &  Speamwn 
2007).  Hence,  process  courage  might  or  ‘  ^ 

actions  that  meet  the  high  bar  requued  for  public  P^" 
awards '  Rather,  process  courage  involves  an  individual 
dSSg  »  volinly  .k.  .  P«o,an,  «k,  acl.c.  .0 
pursue  a  goal  he  or  she  sees  as  valuable. 

Types  of  courage 

Rate’s  (Rate,  2010;  Rate  et  ah,  2007)  conception  of  cour¬ 
age,  which  involves  both  personal  risks  noble  goals 
provides  a  framework  for  understanding  different  types 
of  courage  in  terms  of  risk  -  goal  pairs.  In  this  approach, 
we  argue  that  the  universe  of  risk  -  goal  pairs  is  lunjy 
and  tZ  working  towards  particular  types  f 
encountering  specific  types  of  risks  more  hkely.  In  other 
words,  courageous  acts  that  involve  a  P^^icular  t^e  o 
goal  may  be  more  likely  to  involve  one  type  of  risk  1h 
another.  The  prototypic  physical  ^ 

involves  saving  someone  else  from  a  clear 
physical  danger  by  voluntarily  entering  that  physically 
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dangerous  situation,  pairing  rescue  from  physical  danger 

™  pmc.1 

courage  involves  standing  up  to  powerfiil  others  tor  wn 
;r£iev.  in.  wi«.  ihn  ri*  .ha.  fta  “ 

nnnrlv  Prototvpic  psychological  courage  m 
feeing  un^easant  truths  or  unpleasant  treafanent  expen- 
in  order  to  attain  wellness. 

Differences  in  risks  based  on  type  of  courage  hav 
u  =nnnnrted  in  the  literature.  Asking  participants  to 
leport  a  toe  in  their  lives  when  they  acted  with 
Fury  et  al  (2007)  found  three  factors  of  nsks  and  di 
culties  encountered.  These  factors  differed 
the  tvoe  of  courageous  action  descnbed,  wi  h  physic 

courage  high  in  emotional/social  difficulty, 

riga  of  "ho  “<*  P^yoholog.c.1  conrage  high 

only  in  emotional/social  difficulty. 


Differentiating  psychological  and  moral  courage 

Sfa?r7alsTralN!  wi.h a 

to  seek  and  complete  treatment  (Putman,  2004),  particu 
t  v  when  that  treatment  involves  expenencmg  the 
tsettltg  thotbts,  memories,  and  emotions  the  patent 
has  been  avoiding.  Rachman  (1990),  a  pioneer  m  e  av 
ior  therapy  as  well  as  behavioral  conceptions  of  courag^ 
describes  the  courage  required  for  exposure 

the  client  is  required  to  face  d  to 

pvtrpme  fear  Moreover,  they  are  requireu 

Zt  .“.ion Ul  tei.  toa.  heolino-  - 

“Ihological  oomg'  ■“  "  ZZh 

z  of  Whoiop“  s«iiv 

Psychological  courage,  then,  invo  v 

eoals  that  are  internal  to  the  individual. 

'  Moral  -urage,  on  the  other  band,  involves  asks  of 

Z™4'op'‘r&n7.'.7g  fp“oe7»  f“PZ”“S 

(in  P.0  oaao  *"*  7 

Zopola.  slnnd).  When  social  ““her Zee. 

inb  to  individual  may  face  damage  to  his  or  her 

Z  L  of  cunen.  eniploymeo.  (e.g.  Ro.hsch.ld  S. 

Miedn..  1999).  The  “ZedT^hi  ZS 

»:oZr:"'Zfd  sho».d  h.  a.d  ho,  sh, 
Tte  ongh.  .0  fhneho.  in  .t  -nm,  in  co.has.  .o 
Lmal  nsks  .nd  goals  of  psycholog, e.l  comgc,  .he 
risks  and  goals  of  moral  courage  are  external. 


Blended  courage 

m  real  life,  the  risks  and  goals  occurring  with  any 
Mtentially  courageous  action  may  not  represent  a  pur 
^e.  As  part  of  a  large  multi-method  ^  ° 

Sirage,  Lopez  and  colleagues  (Lopez  et  ah,  2010,  Sto  y 
Tfound  evidence  for  a  blend  of  psychofogical  and 
moral  courage.  Although  theories  suggest  tot  psycho- 
loeical  courage  is  required  to  overcome  the  internal  nsks 
associated  wfth  mental  health  treatment-seeking,  Putman 
(2004)  makes  a  philosophical  case  for  to  societal  stigm 
S  adtotog  a  'psychological  disorder  bemg  .mto  to 
the  societal  risks  faced  in  moral  courage.  Indeed,  large 
of  research  has  documented  to  stigma  associ¬ 
ated  with  possessing  a  mental  illness  (Comgan,  2004, 
Corrigan  &  Watson,  2002;  Link,  Phelan,  Bresnahaii, 
sS  &  Pescosohdo,  1999)  as  well  as  the  stigma  asso¬ 
ciated  with  seeking  treatment  for  ““ 

^ogel  Wade,  &  Haake,  2006;  Vogel  & 

^  Although  there  is  a  stigma  associated  with  seekuig 
menral  health  treatment  in  society  at  large  that  stigma  ^ 
magnified  in  the  military,  where  an  emphasis  on  res 
SS  and  toughness  makes  seeking  treatment  even  more 

difficult  (Britt  &  McFadden,  2012).  ^  °  “^y 

cpms  about  being  embarrassed  or  viewed  different  oy 
S  ptrs  and  leaders  as  a  result  of  seeking  treatment, 
mihta^y  personnel  may  also  be  concerned  with  *^mp  i 
toonTof  seeking  treaPnent  forobtainmg  promotion  to 
even  for  remaining  in  the  military  (Bntt,  2000,  H  g 

'"ffi  thrpresent  study,  we  exammed  blended  courage 
within  to'context  of  US  Soldiers  who  sought  mental 
Sffi  treatment  while  on  active  duty.  We  to-iewed 
active  duty  Soldiers  who  were  currently  in  mental  heal 
treatment  about  the  process  by  which  toy  decided  to 
seek  and  obtain  treatment  and  about  their  perceptons 
:Stdmg  harriers  to  faeffitators  to  oh« — 
(Zmzow,  Britt,  Pury,  &  Raymond,  2012).  We  usea  a 
semi-structured  interview  format  to  maximize  ^ 
chances  that  we  would  not  miss  a  key  barner  or  aci  i 
„rely  because  it  was  not  included  in  a  populahon  of 
quantitative  questions.  We  coded  bamers  foctotos 
based  on  Rate’s  toee  necessary  components  of  couiage 
_  ,11  o.  .  vol«.P»y  choice  .0  seek  (»  “ 
treatment,  risks  of  getting  treatment,  to  f 

treatment.  Because  getting  treatment  occurred  m  the  past 
Idle  l^ge.  feeds  of  .h.  sfd,  was  «  tarn-  ad 
facihtators,  we  asked  participants  about  to  desired  ena 
Ste  of  goals  -  benefits,  which  can  be  present  or  absent 
rather  than  about  goals,  which  can  be  ^hen 

thev  are  both  likely  and  unlikely  to  be  met.  Risks  and 
b^enefits  were  further  divided  into  internal  nsks  and  bene^ 
fits  characteristics  of  psychological  _  courage,  to 
external  risks  and  benefits,  charactenstics  of  mor 
courage.  We  hypothesized  that  treatment  seeking  m  an 


C.LS.  Pwy  et  al. 


and  moral  courage. 

Methods 

Participants  soldiers  (29 

»»- 

"al".  or  e.«»  . 

„t„e  wid,  “  irj  w..  29,0 

SI,'-  6  sT  »e„  .7  ju.,0,  .n..s«a  (E1-E4 

(SD  .  •  ,  .pr  Ro')  and  1  officer.  Mean  years  of 

,4  semo,  e«l--^t®9)  1  fbe  „aj™.y  ot  pdrtici- 
^0"“ *  “ ‘S  deploled  on  at  teat  one  oombai 
pants  (n  -  29)  P  At  the  time  of  the  inter¬ 
operation  to  Iraq  or  Afghan  -  PTSD  and  3 

:ilSS5="=r;i 

Leech,  2007). 

4^ere  treating  about  the  stu  y  rsonnel  to 

provided  their  contact  information  ^ 

^.1™.!!"*)  in  n  Pfo*  “““  “  t 

c  nn  fhe  experience  of  seeking  and 

s:rr— 

view  was  introduced  to  Soldiers  as  follows. 

The  purpose 

Sirme^“h:alth  — 

rr  «ed  in  4r  " 

be  done  to  better  encourag  .  these 

We  TO  “"“itolij  tanien  .«d  fadl.taior.  of 

.robS»  - » “' s 

facilitate  the  receipt  of  needed  treatment 


Interviewer  guide  questions  2  heaUh 


ie“=»  ;^do: » i 

“‘’Ml’’lTdL“S»rim80  we„  made  otdro  inKrviows 

shTJ)  -■  ”'“  ®“fi;  ®“r.‘ 

,s.  External).  P.rtieip»>l«  "^slrf  (cT*  E<k 

--t'S 

absent  or  mmimal  (e.g.  .  gj  p-eat- 

were 

Percent  agreement  between  coueis  n  07  m  0  56  with 

:7Z  b;  a  pS  L  coder,  Spooibo  before  and  S»b 

for  courage,  such  as  logistical  barriers. 

Results 

Volition  ,  . 

Tf.Wp  1  nresents  Volition  themes.  Consistent  wi 

Hferi-ESsrS 

seeking  oeek  or  continue  treatment 

made  a  voluntary  choice  seek  ^ 

(High  Volition)  were  present  in  69 /o  ( 

^  4  •  xx;-2  These  themes  included  roakmg  an  initial 

r^r  ”  ivoid — (i-o* 

t  41%  (n  =  13)  of  interviews.  Of  those  witn  a 
present  m  41/o  («  )  ^  a 

SvSnreT^i™aWf.«.c.fbe 

E::\ris:r,s?"p“ 

Zy  can^ta.  =»  well  aa  the  tact  "»‘.e7“  “““f, 
«e.»e„.  wodta  via  ae.i.ihes  and  »« 

“oTwSi  *e  A'!Sy*(Sed  Volitioh)  were  deaeribed 
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Table  1. 


Coded  volition  themes  in  interviews 


of  active  duty  US  soldiers  cuirently  in 


mental  health  treatment  (N  -  32). 


General  theme 


High  volition 


Low  volition 


Shared  volition 


Theme 


Self-referral;  sought 
appointment  on  own 
It’s  a  personal 
responsibility 

Need  to  put  self-care 
before  military 

It’s  a  priority/lmportant 

Decided  to  be  honest 
on  mental  health 
screening 


Ordered  to  attend 
treatment  by 
commander  or  leader 


Chose  to  He  on  mental 
health  screenings  to 
avoid  treatment 


Referred  by  medical 
provider 

Referred  by 
commander  or  leader 


Leadership  identified 
problems 

Referred  by  chaplain 


Sample 

quote 


I  went  there  voluntarily. 


It’s  still  up  to  individuals  themselves  to 
recognize  it  within  theiMelves,  to  go,  1  thm 
1  might  have  an  issue.” 

One  tiling  I  told  myself  was  that  I  deserve 
the  help  and  I  do.  That’s  my  biggest  thmg,  is 
I  deserved  the  help,  I  earned  it. 

I  don’t  believe  in  divorce,  I  won’t  get  a 

divorce.  This  is  my  only  marriage 

They  iust  knew  that  1  wanted  Ae  help  and 
they  knew  ...  with  the  questionnaires  and 
eveVing  that  . . .  that  I’d  answered  so  that 
they  wouldn’t  let  me  leave  until  I  had 
something  done, 

While  I  was  in  [country]  I  experienced  a  lot 
of  traumatic  tilings  that  a  normal  human  bemg 
shouldn’t  have  to  deal  with.  f ° 

back  from  [country]  I  was  kind  of  ordered  to 

go  seek  behavioral  health 

%ah  I  lie  about  that  and  I  should  not.  So  I 
mean  to  this  day  I  mark  stuff  about  certain 
stuff,  I’m  not  going  to  say,  but  c^m  staff  I 
don’t  put  “yes”  to,  I  always  put  no  ,  which 
it  should  be  “yes”. 

He  started  talking  to  me  about  ^y  ^e 
Source  and  that  is  how  I  actually  went 
tlirough  to  get  into  treatment. 

1  felt  suicidal  at  Aat  time  and  then  I  went 
back  to  mental  health  well  actually  I  went  to 
my  commander  and  told  him  ...  And  they 
referred  me  to  mental  health. 

Well  my  chain  of  command  recomm^ded 
me  because  I  was  going  through  a  difficult 

iTent  to  see  Ac  chaplain  and  Ae  chaplam 
referred  me  to  here. 


Interwews 

containuig 

theme 


2 

2 


13 

9 


22 

16 

6 

6 


41 

28 


15 

8 


16 


47 

25 


16 

16 

6 


bv  47%  (»  =  15)  of  participants.  While  falling  short  of 

S,  VoJ.  ot  .  d.r<«=.  f  “ 

none-the-less  indicates  a  very  strong  suggestion  by  an 

from  a  specified  clinic  -  should  occur. 


Risks 

Coded  Risks  are  presented  m  Table  2. 


Internal  risks  ,  ,  •  i 

High  internal  Risks,  consistent  with  psycbologtcal 
courage,  were  mentioned  by  a  bare  majonty  (  o, 


„  =  17)  of  participants.  These  risks  mcluded  concerns 

about  medication  side  effects,  r^Lfthat 

“crazy”  if  one  needs  treatment,  and  embarrassnient  h 
RcaSent  is  needed.  Low  Internal  Risks,  Adicahng  tha 
eiAer  a  particular  type  of  internal  nsk  was  ™likely 
that  an  internal  safety  factor  was  present,  were 
by  only  6%  («  =  2)  of  participants.  Overall,  nsks  w 
sLewhat  consistent  wiA  the  risk  of  psyebological 
emotional  distress  expected  in  psychological  courage. 

External  risks 

High  External  Risks,  consistent  with  moral  ™ge 
were  mentioned  by  100%  (n  =  32)  of  participants.  These 
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Table  2.  Coded  risk  themes  in  interviews 


of  active  duty 


C.LS.  Puiy  et  al. 

US  soldiers  currently  in  menteihealthl^^ 


Interviews 

Containing 

Theme 


General  theme 


Theme 


17 


High  mie>-nal  risks  negative  side 

effects 


Mental  illness  means  you  are  “crazy 

Embarrassment 


Don’t  want  to  depend  on  °*6rs 
Will  get  prescribed  meds  but  don 

want  them  ;  i» 

Explaining  story  to  a  new  provider 

emotionally  taxing 


“weak” 


Mental  illness  means  you  are 
or  “a  slacker” 

Treatment  will  make  symptoms  worse 
Showing  emotions  is  difficult  or 
TteMturc  of  treatment  is  unknown 

Seeking  treatment  for  something 

Lryone  goes  through  means  you  arc 

It  is  weak  to  show  emotions 


Low  wternal  rfffcr  ^  is  Uke 

treating  a  physical  illness 


Treatment  by  a  caring  mental  health 
professional 

High  extermi  rish 

Lack  of  career  advancement 

Stigma  ffom  other  soldiers 
LeadetsWp  not  supportive 


Leaders  heUeve  soldiers  in  mental 
health  treatment  are  malingering 


Sample  quote 

are  some  guys  1  see,  they  just  don  t  even 

function  at  work.  ; 

i^^iSrund  about  seeing  mental 

?Sfft  want  to  mconvenience  anybody  else. 

I  don’t  want  prescriptions. 

And  they  switch  them  so  often.  I  talked  to 
to  dif&ent  providers  now  for  three  visits 
Like  you  have  to  start  all  over  ... 

Mhhik  it  is  kind  ®  I 

want  to  go  to  behavioral  health  because 

don’t  want  to  deal  with  the  real  . 

Mental  health  pill  makmg  you  worse  dia 

rSfft  ta?w  ff  it  was  going  to  make  me 

rS  taow  I  could  call  at  ariy  point  and 
time  and  at  least  talk  to  someone  on  the 

Ifc  isVt  weak.  Weak,  crazy,  can’t  handle  it. 

That  is  what  1  would  say  sometimes. 

Thed  a  mar,  you  know.  Men  are  ^mng  and 
that’s  the  image  1  tiy  to  put  out  there. 

It’s  kind  of  like  I  know  I’m  not  like  sick  but  I 
tow  something  is  wrong  with  me  and  1  need 
top  to  fix  it.  And  1  see  them  as  someone 
who  fixes  things,  like  a  doctor.  , 

I  will  be  honest  with  you,  it  was  (provide  ) 
because  he  talked  to  me  as  a,  as  a  person,  not 
a  subject  or  as  a  patient. 

Tt,  think  if  thev  go  to  behavior  health  they 
automatlLlly  looked  down  upon  for 

Lik?iust  you  tow  you  got  a  lot  of 

^  a  lot  of  serious  issues,  like,  now 
“o'f  cannoV  go  be  a  drill  sergeant  because  you 

arsoTSSffito  that  they  are  weak  or 

will  hold  that  against  theim 
My  platoon  not  ^ 

schedule  an  appomtment  unless  n  was 
A8 Tfrom  the  toe  and  that  combmed  with 

i  *.  «»•  1  “'"'”‘1 

»'*)■>' « c«ki.g 

down  on  everybody  that  was  going  to 


1 

1 

1 

1 


2 

1 


16 

13 


32 

19 


13 


6 

3 


100 

59 


41 


11 

10 


34 

31 
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Table  2.  (CoJitimied). 


Interviews 

Containing 

Tlieme 


General  theme  Theme 


Differential  treatment  on  the  job  (e.g. 
different  duties,  not  trusted) 

Stigma  from  leadership 


Treatment  itself  would  interfere  with 
job  duties 

Lack  oftrustm  leadership 


Lack  of  confidentiality  within  chain  of 
command 

Needs  of  unit/mission  must  come 
before  own  needs 

Stigma  from  family  and  fidends 

Discharge  from  Army 

Peers  would  know 


Leadership  unclear  about  duty 
^.cimiment  for  soldiers  m  treatment 


Sees  treatment  as  shirking  duties, 
burdening  others  by  taking  time  ott 
Would  be  seen  by  others  as 
malingering 

Stigma  from  society 

Commander  would  know 

Others  would  know 

Other  career  problems 


Low  external  risks  (all) 

tom 

_  *7-  •  /-k+Kpr 


Support  or  encouragement  from  peer 
or  battle  buddy  _ _ 


sample  quote  _ _ _ _ _ 

becausThTfr^t  we  were 
to  get  out  of  (work).  When  we  came 
S^ck  they  told  us  we  bad  so  much  time  but 

thought  we  were  trymg  to  get  out  of  havi  g 

uS’^sS^tel  blocking  you  from  favorable 

Stag  pulled  into  your  battalion  oo— d 
Lgeart  majors  office  and  being  told  you 
not  go  through  anythmg  worth  needing 
treatment  so  the  fact  that  you  gomg  to 
treatment  is  a  waste  of  tax  payer  dollar  . 

saying  in  the  military  that  you  can  t 
S'“ilelffy™lmverrSD«,c.mb.. 

rr.  .to  "D-'t  .to  «  s 

SO  why  bother  talkmg  to  them?  IdonttaUc 

to  none  of  these  NCOs  (in)  my  company 

A  hiTo^units  have  that  gossip  from  the  top  to 

;  winKmetimes  put  my  personal  pmblems 
aside  just  to  help  out  tire  team,  neglecting... 

SS‘y’’Sgw..»yp™>».r'‘“"‘' 

mid.  »d  »«:  to  «»t  „ 

‘Cause  I  did  not  want  them  to  try  to  kick  roe 

Md^there  is  the'possibility  of  them  talking, 
von  know  ...  Not  purposely  but  somehow 
Ling  something  out  of  people’s  sessions  and 

Tlty  Lpported  me  pretty  much,  but  they  ^ 
really  needed  me  to  deploy  agam. 
fet  thing  they  wrote  when  they  refe<^  me 
to  mental  health  was  “Can  he  deploy. 

Because  they  need  personnel  “"‘i 
feel  like  you  are  letting  the  team  down. 

1  think  my  company  is. .  .’’Ho  *  otily  go  g 

b“«Li.b-,  or 

doctor  so  he  can  get  orit  of  work 
Somebody  is  going  to  be  hke  you  re 
crazy  you’re  going  to  behavior  health. 

If  they  knew  the  chain  of  command  would 

famTL^up^sfrtioL  Chaplains.  Due  to 

‘Cau?e“S  ddi*  somg  J  lo^ 

vnur  security  clearance  and  you  might  have 


my  wife  was  like,  “You  know  you  are 
ne  problems  with  this,  you  »e  having 


% 


7  22 

6  19 

5  16 

5  16 

4  13 

4  13 

4  13 

3  9 

3  9 

3  9 

3  9 

3  9 

3  9 

2  6 

2  6 

1  3 

31  97 

30  94 

25  78 

13  41 
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Table  2.  (Continued). 


Interviews 

Containing 

Theme 


General  theme 


Support  or  encouragement  from  leader 

Support  or  encouragement  from  other 
friend 


Low  external  risks  fotM  shared  experience  of 

treatment  without  negative  effects  to 
career 


Leadership  approval  of  mental  health 


Knowing  or  exposure  to  someone  who 
went  tluough  treatment  without 
negative  effects _ _ _ - 


Sample  quote _ _ _ _ 

-^:;;^ip)  said,  you, 

get  the  help  you  need,  talked 

We’re  good  friends  we’re  close  and  we  talked 

each  other  about  everything,  if  we  have 
issues  We  try  to  help  each  other  out  and  he 
another  one  that  was  like  “Hey,  you  should 
go  seek  help.” 

Mv  first  sergeant,  when  I  had  that  sit  down 
hL  and  I  was  gettrng  my  — nt  and 
everything  was  going  south  ...  sittuig  o 
thcSfice  with  him,  he  told  me  he  had  gotten 
help  a  few  times  before.  That  just 
encouraged  me  just  to  keep  doing  what 
doing,  you  know  what  I  mean. 

Z  sergeants  were  very,  veiy  easy  to  say 
“TIev  if  you  need  to  seek  counseling  or  if 
YOU  need  to  talk  to  somebody,  1  am  here  or 
“Let  roe  know  if  you  need  to  go  seek 
counseling;  I’ll  let  you  get  off  work. 

By  no  means  coming  here  will  hold  you 

(back). 


„  ewemal  safety  fteto,  «.s 

QY04  (n  =  31)  of  the  interviews.  These  were  preum 

SSSSHrSS 

sCot  Lot,  .'"S'’ 

support  systems  that  ,..y  have  m.ttgated  the  effects 
these  risks. 


Benefits 

Table  3  presents  coded  Benefits. 


Internal  benefits 

Themes  of  High  Internal  Benefits  for  therapy,  or  goa 
with  psythologie.1  Sd  the 

"dll  of  lepton, s  « 

wahtihv  sympouts  to  S^^^^lrubout^Low 

importance  of  mental  treatment  would 

Internal  Benefits  of  treatment  -  tha  freatment 

,.t  teduee  sympto™  ^  “  “/““e  ifttet. 
weltaesB  were  preset  participant  can 

Views.  These  mciune  substance  use  to 

s -  -a. ;™?t 

othets.  Thus,  participants  ' ®  a»se  goals 

::'i:r::Toh:To".aJd.^ 

with. 


External  benefits 

rr-  U  rr  icrnut  Benefits  or  goals  more  consistent  with 
High  External  Benents,  or  g  ^ 

•Zl  'S-stTniS  .Ite  ntdi-idnai  (instead  oj 

third  pa^s  only),  these  benefits  touched  on  ways 
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Table  3,  Coded  benefit  themes  in  interviews 


General  theme 


The  Journal  of  Positive  Psychology 

US  Soldi™ 


High  internal  benefit 


low  internal  benefit 


Symptoms  causing  personal 
distress 

Don’t  want  symptoms  to  get 

worse  , 

Recognize  importance  of  mental 

wellness 

Treatment  will  help 

Knowing  or  exposure  to  someone 
who  went  through  treatment  and 
symptoms  improved 
Had  successful  treatment  in  the 
past 

Role  model  v/ho  shared 
experience  of  treatment  drat 
improved  symptoms 

Exposure  to  someone  who  did  not 
get  treatment  and  had  a  poor 
outcome  (e.g.  suicide) 

f  can  deal  with  problems  on  my 
own/  I’m  too  strong  to  need 
treatment 

Used  substances  to  deal  with 
problem 

Denial  of  problems 

Don’t  trust  or  connect  with  ^ 
providers,  so  treatment  won’t 
work 

Providers  don’t  really  care 

Mental  toughness  or  being 
hardened  to  stressors  will  get 
participant  through  symptoms 
Confusing  diagnostic  system 


Don’t  think  treatment  will  work 

Provider  will  be  changed 
frequently,  requiring  treatment  to 
start  over  and  reducing  efficacy 
Symptoms  won’t  improve 

Providers  are  burned  out  and 
won’t  help 

Previous  treatment  didn  t  help 


Sample  quote 


Interviews 

containing 

theme 


n 


% 


And  at  that  time,  ^ 

somebody.  Get  some  thmgs  off  of  my  chest. 

S  m^eh  to  prevent  myself  from  going 
down  the  wrong  road. 

I  was  tired  of  being  miserable. 

Just  figum  if  I  can  get  help,  maybe  the 

niehtmares  will  start  to  dimmish. 

I’ve  seen  a  few  people  go  and 

they  do  to  get  tbeir  assistance  and  I  do  notice 

drastic  improvements. 

(Treatment)  helped  me  out  a  while  ago, 
maybe  this  will  help  me  out. 

Our  last  Sgt.  Major  who  just  left,  be  was  m 
n-eatment  and  he  would  tell  the  whole 
battalion,  “I’m  in  treatment.  If  you  got  a 

t’vfreen  (untreated  mental  illness)  ato 
them'  where  they  are  late  to  work  with  the 
sleeping.  They  were  just  not  the  same  pers  . 

It  was  me  being  strong  and  trying  to  say, 

'Slam  going  to  deal  with  this  on  my 

?  did  the  drinking  and  partying  and  all  that 

fdon’Sw  myself  as  being  crazy,  I  &  ink 
that,  I  think  that  the  rest  of  the  world  has 
problem,  not  me. 

I  last  didn’t  know  if  they  would  ever 
understand  what  1  bad  been  throng  . 

It’s  iust  them  checking  the  block  and  saying 
“Weil,  1  did  my  part”  or  “I  am  gettmg  my 

You  dSt  need  to  go  to  mental  health.  You 
can  do  this  yourself. 

You’re  confused,  because  you  have  PTSD 
(then)  you  don’t  have  PTSD  but  you  have 
£  So  you  are  hearing  two  different  things 
fi-om  mental  health  personnel. 

Not  knowing  if  it  is  really  going  o  w 

scratch  isn’t  easy. 

I  was  going  to  stop  because  I  mean  1  don’t 
feel  I’m  gettmg  any  better. 

She  was  just  tired  of  listening  to  people. 

Did  an  initial  interview  and  then  my  provider 

lopjxai  Bttii  ■  4MI1 1  see  Iht  effect. 


24 

14 

11 

9 

6 

5 


27 

13 


11 

10 


75 

44 

34 

28 

19 

16 

9 

6 


2 

2 

2 

1 

1 


84 

41 


34 

31 

22 

13 


13 

6 

6 

6 

6 

3 
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Table  3,  (Continued)- 


Interviews 

containing 

theme 


General  theme 


High  external  benefit 


Low  externa!  benefit 


Have  been  through  worse  in  the 
past 

This  is  a  normal  reaction  and 
treatment  won’t  help 

Want  to  be  a  better  person  for 
family 

Symptoms  causing  impaimient  in 
relationships  or  isolation  from 

Symptoms  creating  a  risk  for  self 
or  others 


Treating  symptoms  will  help 

Symptoms  causing  impairment  at 
work 


Treatment  will  not  improve 
functioning 


the  individual’s  behavior  with  others, 
symptoms  affect  nerson  for  one’s  fam- 

and  include  wanting  to  be  a  bette  p 

ily,  symptoms  s  creating  a  risk  for  self 

lation  firom  others,  and  sy  p  ^  ^  External 

or  others  No  ^eatment 

Benefit,  although  *eoretrca)iy 

would  not  improve  relationships  or  reduce  3 

ments,  for  example,  would  he  possible. 

“..h 

fce.  defining  ™e'p™“en.  fte™. 

risk,  and  worthwhile  g  described  the  courage 

While  previous  research 

needed  to  seek  treatment  (e.g.  empiri- 

2004),  to  our  knowledge  treatment 

cal  demonstrations  a  volition,  risks, 

^“'Se  fisls  end  go.,  do  no.  M  Z 


Sample  quote _ _ _ _ _ 

4atever,  I’m  going  to  deal  with  rt.  Y 

know  it’s  not  that  bad. 

tt  was  nothing  ...  I  am  used  to  everythmg 
being  hard  and  messed  up. 

T  need  to  know  that  I’m  trying  to  do 

somSwng,  not  just  for  me  but  for  my  son.  I 

lovine  more  emotional  with  her. 

I  Cs  going  in  because,  okay,  I  really  w^t  to 

want  to  choke  all  these  ” 

nrobably  go  talk  to  somebody  so  1  ho" 
choke  idlLse  people,  for  their  sake  and  for 

men  they  started  talking  about  me  'osmg 
Sk  I  derided  1  bad  to  do  soraethmg  about  it 
When  you  don’t  sleep  your  entire  work  jus 
goes  downliill  rapidly. 


n.a. 


% 


23 

11 


72 

34 


25 


22 


by  our  sample.  Expressed  stigma 
tary  peers  and  leadership,  as  well  as 

tary  career,  were  “““^“^eeking  treatment  indicates 
of  this  stigma,  a  belief 

psychologica  ^  ^  accolade  courage)  while 

p— 

to  successfully  enter  treatment. 

^  ^rjrnai°risks  on  the  other  hand,  were  expressed  by 
Internal  nsks,  on  involved  concerns 

barely  half  of  partroipa^.  Thes^"^^^^^^ 

“a""  Io™.bU  »>»“•  •'’““'X 

f “iribCs 

these  concerns,  inns,  ,_rnnii  thev  were  not 

risks  of  moral  courage. 
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=HSE^-*“?= 

goals  weL  present  for  the  majority  of  participant 
smie  participant  explicitly  descnbed  a  concern 

rtr  "»S 

sssiilil 

”:i':rL"rrrsS:;s 

:SHS:rr:--= 

*%rerrrr'rr”fr~ 

'Rate  aie  voluntary  action,  personal  ri.  , 

^  t  9010-  Rate  et  al.,  2007).  While  individual  voli- 

L  ieriik^P.  b.  uncha.gi.g  tom  »  «■»• 
risks  and  goals  seem  to  come  m  natural  pairs  m 
nsks  and  Tf  I  want  to  save  someone 

environment,  but  not  alway  .  . 

rert;S‘to:)ttki:‘bi  u.  s.d  o,uer  ,i,jbk 
kt^vT-rs^ud  "pm« 

Sfe™  hlT  ot  othms.  I  might  „e«l  m  face  the  soetd  "sk 

"'"''is  courage  research  transitions  into  interventions  to 
AS  courag  useful  to  charactenze 

foster  process  courage,  it  may  be  useiu 


increasing  needed  mental  health  treatment-seeking, 

“mrst^hrL;reeyHi:“2^^^^^ 

for  example,  or  enduring  psychological  distress  duri  g 
SutocM  -  would  address  coneem.  expressed  by  only 
^r  Llt  of  otm  sample-  On  lb.  ote  h»d^tol»;P«; 
tltat  might  help  to  *  “ 

-  “““ 

if=arrto=s::Xm 

Inces  of  treatment  seekers  compared  to  then  r.emory  o 

1  tinn  Our  sample  was  also  homogenous,  all  mdi 
that  action.  Our  sampic  w  soldiers 

virinals  interviewed  were  active  duty  Ob  Anuy  t-mu 

Thf^md^d 

t”a.me„.  may  be  different  m 

sr7ra7Srtoi:4-^ 

:::kz«ts»hrrr:;f.s^^ 

^°^?velan''"tte’'r'l*'sults  of  this  study  suggest  that  blended 

:Sb"  ns"  ;";lt  meas  to  advance  both  courage  the¬ 
ory  and  courage  interventions. 
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Appendix  1.  Interviewer  guide 


(1)  Please  describe  how  you  came  to  be  m  mental 
health  treatment,  (follow-up  questions,  if 
unclear.  What  led  to  your  decision  to  seek  trea  - 
ment?  How  did  you  come  to  believe  tha  you 
should  eet  treatment?) 
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™  eM.S  P^y=»o.heBp,.  phan»co.te.py, 

s:,;w.,Us.pp««s-o»p^.7“"p 

M/paychiatnat/pspaholog^  PteJ  i 

questions;  how  long  were 
How  many  sessions  did  yo^  ^ 

know  what  your  diagnosis  was?)  ^ 

h0«  mmy  times,  ne'e  '»;«  ^ 

treatment,  was  It  successM.) 

,4)  How  1»B  was  i;  J’.'^^rgeT  «ai»t  and 

im  "rUncm,  P,*1»s  or 
®  “  JptoJ  befnte  ,o.  decided  to  get  «aB.ent7 

8  ^rsr;orsr::eJstte.^^^^^ 

to  them?  How  did  they  offer  support  ) 

(9)  What  did  you  think  treatment  would  be  h  . 

How  has  it  been  /  was  it  different? 

(10)  Did  you  put  a  name  or  diagnosis  with  pro  ' 

^  ^  lems  you  were  having  before  you  went  m  & 

treatment,  or  did  you  just 

4  rif  ves  Was  your  diagnosis  me  saiu 

1"^  Sfe  «..%toyide.  .HooBd.  y.» 

,,,,  B*d' wn'cnconnW  any  problems  fem  Ibe 

(11)  Did  you  treatment?  (if  yes, 

S:”em”Awdidyo.oyereome 

,,,)  snr"»TVms  o~ 

^  Wihi  *e  healthcare  system  when  seeking  treats 
menf?  (e.g.  difficulty  making  appointmente,  di 

of  eligibili^,  and  expense) 

(14)  Did  (e.g-  ^‘^heduling  con- 

the  treatment  you  neeuea.  v  b 

U  time  constraints, 

(15)  Did  you  expenence  any  doubts  y 


about  seeking  treatmeuO  (if  yes,  Ptase  dmejibe 
n,  Hr^w  did  vou  overcome  those  uoudls. 
So*  «P'  about  any  beliefs  lhat  pre- 

vi  you  tom  seeking  toaunent  soo^  o 

SeSf— 

STe  weai/cany,  and  toa.ment  rs  only  for 

extreme  problems))  seek- 

(16)  Did  you  encounter  any  other  obstacles  in  s 

^  iug  ireatment?  (if  yes, 

How  did  you  overcome  those  obstacles . ) 

(17)  Beforrylu  decided  to  get  treatment,  did  you 

(17)  Before  yo  problems? 

STes  were  they  in  the  Army/military?  ^ 
was  your  relationship  to  himdier/them?  How 
did  their  symptoms  affect  them?  H™  “  J 

zrJir:zrzr.;:~>^, 

Zw  did  you  see  to.tment  affecting  hun/her/ 

,gy  S, on  decided  tog—di^ 

to  him/her/them?  How  did  you  see  treatmeu 
affecting  them,  either  on  or  off  dmy?) 

(191  Before  you  decided  to  get  treatment  did  yo 
^  ^  Sfw  anyone  outside  of  the  Army  who  sought 

treatment?  (if  yes,  What  was  f 
to  himdier/them?  How  did  you 
affecting  them?  Were  they  in  the  military 

(20)  TZe  anything  in  particular  that  you  told 
^  yourself  or  that  led  you  to  get  treatment^ 

(21)  Is  there  anything  in  particular  that  others 
that  led  YOU  to  get  treatment? 

(22)  Is  there  anything  in  particular  that  the  Army 

that  led  YOU  to  get  treatment.'  .,0.1 

(23)  What  do  you  think  was  the  smgle  most  helpfii 
fhinn  in  getting  you  in  to  treatment. 

(24)  Wbat  do  you  drink  was  Che  biggest  bamer  you 

ftced  in  8'“”S 

fosv  If  there  was  one  tnnig  mai  y 
‘  who  needs  meatmenl  but  is  not  gettmg  rt, 

what  would  it  be? 
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Tte  pmpos.  of  «>=  =»;“ 

of  United  States  soldiers.  For  Samp  ,  transcripts  were  coded  using  Atlas. 

Sad  .o»gk.  m»»l  K"* 

software  (Berlin,  Germany),  and  descnpi  ,  -j,  pfcvious  research  included 

identified  by  this  study  that  have  ton  health  problems,  beliefs  pro- 

medication  concerns,  biscomfort  w  d  witnessing  treatment  seeto 

moted  by  military  culture,  concerns,  stigma,  treatment  eoncems, 

Ser  behaviors,  and  employ  testimonrals. 


Keywords:  service  use,  help  seeking,  banlers,  facilitators,  military 


.  a  result  of  recent  military  operations  in 
Ind  Afghanistan,  current  military  personnel 
jkely  to  have  deployed  multiple  times  an 
ave  experienced  high-intensity  combat  ex- 
ire  during  the  course  of  these  deployments 
ed  Ses  Department  of  Army  Medicme, 
n  iSpeated  Lposure  to  potentially  trau- 
ic  eveL  places  service  members  at  hig 


Department  ol  Clemson 

mnerit  of  Psychology.  C" 

.paranon  admin- 

.epartmentofDefe^ef^^  Acquisiuou 

;d  by  the  U.S.  Army  ““‘“'hde  are  those  of  the 

,ity.  Ttoiews  expres^d 

ors  and  do  not  nee  .  y  command  or  the 

.osiuon  of  Ae  US-  A  y  ,he 

^I^KL^roSons.  Human  Research  Protecnon 

^h'rHddrM°ZtaSf 

ssed  to  Heidi  M.  Q-ackelt  Hall,  Clemson,  SC 

University,  418  Bracseu  na  , 

(kHn 


risk  for  developmg  mental  health 

eluding  posttraumatic  stress  disorde  (PTSD), 

tprSio'^a,  and  substance-use 

ies  of  service  members  returning  f  *1 

‘5.hi.  have  Wi*d  that 

90-44%  meet  criteria  for  a  mental  health  di  g 

vice  mem  ’  ,  (13-50%)  use  mental 

barriL  and  facilitators  of  mental  health  Uea 

'"Tlthoug^a  number  of  studies  have  invest 
gated  specific  factors  associated  with  milit^ 
personnel  seeking 

^Stive  research  with  active-duty 
fiioroughly  assess  their  perceptions  of  the  b 
_ Xr-;ihntors  of  treatment  seeking  among 
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military  personnel  using  two  different  sample^ 

The  fhsUs  a  general  sample  of  soldiers  m  a 
Santry  division,  and  the  second  is  a  sample  of 
soldiers  who  made  the  decision  to  seek  menta 
hedtli  treatment  while  they  were  on  acUve  dug. 
W^xpect  to  find  support  for  barriers  and  fa- 
IhtSs  tU?  have  been  identified  in  previous 
research,  but  also  to  identify  additional  factors 
that  have  not  been  investigated. 

Factors  affecting  treatment  ^eekuig  can 
understood  within  the  behavioral  rnodel  of  s« 
vice  use,  which  posits  the  f  f 
nosing  enabling,  and  need  factors  (Andersen  & 
Newman,  1973).  Predisposing  factors  are  pr 
existing  Wors  that  contribute  to  an  ^ 

aPs  likelihood  of  seeking  services,  such  as  dg 
moeranhics  and  health  beliefs.  Enabhng  factors 
either  fmpede  or  enhance  treatment  seeking,  and 
include  factors  such  as  income, 
ilv  support,  and  community  resources.  Need 
factor^  include  both  perceived  and  actual  nee 
£  Svrces.  sach  as  perceived  symptom  sevc 

Ls  been  found  to  be  the  most  Prcvalgh  toown 

barrier  to  mental  healfe 

Tmof^nd  may^be  ^preditposing  determi- 

S  involves  negative  le.ctions  tom  other 
neoole  toward  mental  illness;  and  self-stigm  , 
Lkh  is  the  internalization  of  public  portrayals 
of  mental  illness,  and  the  beUef  in  those  por 
?ayT(Corrigan  &  Watson,  2002).  In  stupes  of 
active-duty  soldier  and 
Freedom/Operation  Iraqi  Ff 
veteran  populations,  more  than  half  of  soldim 
endorsed  concerns  about  being  seen  as  weak 
being  treated  differently  by  leadership  losing 

the  confidence  of  feUow  soldiers,  “g 
,  .  rnAit  9000'  Hoge  et  at.,  zuuh-, 

Kdm  et^U  2010).  Existing  studies  have  relied 
on  only  four  to  six  items  to  assess 
as  “It  would  be  too  emhairassmg 
he  ie”  as  weak"  I.  is  »Klear  0*“ 

Stigmatizing  attitudes  toward  mental  illness  e 
is/among  service  members,  such  as  concern 
that  one  will  be  labeled  as  “crazy,  or  a  burden 
to  others.  In  addition,  little 
sessed  self-stigma  in  military  personnel  (Skopp 


fat  al  2012).  Previous  studies  have  also  m 

eluded  fears  of  losing  security 

eral  “barm  to  career”  as  stigma-related  barners 

to  care  However,  career  concerns  may  n 

t  rSed  to  perceived  stigma  and  it  is  possible 
that  career  concerns  represent  a  more  “mpl  ^ 
set  of  barriers.  Furthermore 
Pmoloved  in  studies  of  military  personnel  have 
n^Szed  the  extent  to  which  semce  mem¬ 
bers  actually  hold  stigmatizmg  beliefs  about 
th?se  Sho  seek  mental  health  treatment.  For 
itSpk  do  service  members  view  others  who 
seek  Latment  as  detracting  from  the  opera- 
bonal  mission  of  the  unit?  These  types  of  ques¬ 
tions  have  not  been  assessed  with  existing  roea- 

'Traclical  bairters  also  hinder  treatment  seek- 
™  J  and  can  be  framed  as  the  negative  side  of 
th!  behavioral  model  of  service  nse  s  enabhng 
factors.  Common  practical  barrieis  endor 
among  military  personnel  include  t™uble  g  - 
ting  time  off  work  for  an  appointment,  difficulty 
scheduling  an  appointment  and 
cems  (Hoge  et  al.,  2004;  Kim,  Britt,  Klocko 
Riviere  &  Adler,  2011).  Again,  these  studies 
relied  on  structured  rating  scales  with  a  limited 
number  of  items.  It  is  possible  that  0^^®^ 

S  barriers  exist,  such  as 
Quiring  shifts  in  providers,  or  difhculty  atten 

w  i^ultiple  appointments  when  prolonged 
triitment  fs  required.  For  example,  McLay  and 
collea<^ues  (2011)  conducted  a  treatmen^ 
outcome  study  for  PTSD  among  active-duty 
"el,  and  suggested  that  fluctuating  as¬ 
signments  and  frequently  changing  duty  sta 

tiOTS  contributed  to  high  treatment-Jropout 
rates.  In  addition,  behaviors,  such  as  no 

blowing  time  off  for  treatment  or  lacK  oi 
knowledge  about  menUl  health  resources,  may 
Sibute  to  these  barriers.  Because  both 
stigma  and  practical  barriers  have  been  signifi¬ 
cantly  associated  with 

U  S  Army  soldiers,  it  is  important  to  develop 

Lrough  assessments  of  these  constructs  (Bntt. 

nrppiie  Castro,  &  Hoge,  20Ub). 

Beliefs  about  mental  ^ 

poTrmrise  a  third  set  of  barners  to  care.  Studres 

have^  suggested  a  few  treatment-inhibiting  be- 

Lfs  amSg  active-duty  soldiers,  such  as  behev- 
S  oTcIn  hmdte  pcoWems  alone 
believing  the  problem  is  no.  »ve„  »o»gb  m 

warrant  toatmcnl(BnUet  31.  2011,  ■ 

20U;  Visco,  2009).  Such  beliefs  may  he  en 
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cy„“u«i  S .  “  ^  ‘■^ 

not  been  assessed  by  health  treat- 

h°™ f 

S*)  to'*" »“““; 

in  riviUan  populations  suggests  that 
seeking  m  P.  treatment  due  to  treat- 

individuals  how  a  mental 

&  Hose,  2007).  It  is  possible  that  tacK  o 
edge  about  ‘^‘'"‘JJ'^^^gYe^J.ese’factors  have 

fears  and  concerns^  However,  m 

not  been  previously  Although  most  of 

facihtatm-s  reWes  ^j^^^study  found  that 

a„d  sailed  ‘“0“  »“^T.eS  trea.ment 

itive  leader  behaviors  -Wright,  & 

S"“  offii-'f- 

Moore,  2012).  Anou  including 

L«p'oaureymp.oms  Iha. 

&  Pedlar,  2006;  SayK  M  a. 
of  facilitalOTS  le  a  e  described  m  a 

illness  and  treatment.  Ih  Ogp/ 

small  Xich  identified  be- 

OlF  veterans  with  F IMJ,  wm^ 


liefs  that  ri“‘“™Ol®“’”“iisiTOrSy''V®™ 

fid,  e„d  prcid^O  f  WUators 

SLi^:;hS=r=e 

likely  to  seek  treatment  (e.|^  w,  ^ 

^^f'Vinlheis  Parkinson,  &  Cmtis,  1  »  j 

bcnuiDeLg,,r  Finallv,  the  anticipated 

‘t"  feTJirS  bee.  ccdt^ted  oa 

jng  r  h^ers^lo  treatment  have  em- 

p^yed  F-edelermined  rating  scales  »d  have 

“"‘^rSSnSSs?; 

iJer:  »a,  be  addhio^J 

SSm^VscSluh  2010)’.  (b)  »h..  no.  all 

-Se.de— 

“I''?  ?  ?Zt  all  rftse  ci.dMo.s  are  met 

^'‘theTa^te.tstateoftesear^m.o^^^^^^ 

trS:  "oXpe.’ 

”°"l‘tari°«  We  bilited  that  this  melbodology 
“'r'T.  rSma?,  ^  S.  he  used  to 
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Facilitators  of  mental  health  treatment  seeking 

itary  personnel,  including  public  stigma  p 
/harriers  beliefs  about  treatment,  sell 
Sa^cTand  perceived  mental  heal*  needs^ 

J,a?  oTSSrwould  reveal  the  following 
fectors:  self-stigma,  dis^onifort  with  treatnie  , 
specific  career  concerns, 

!.ems  military  cultural  factors,  leadership  be- 

beyond  those  measured  in  previous  research 
Identification  of  these  factors  is  important,  not 
1  tr,  develop  more  comprehensive  assess 

mef.t  instmmens.  b«l  >1»  lo 
for  intervention  that  could  improve  the  hkeii 
bid  to.  -ita,,  P—1  will  ge,  menial 
health  treatment  when  needed. 

Method 

Sample  1:  General  Sample 


We  recruited  a  general  sample  of  78  actiw; 

d„t,  a™,  sS 

‘Si  iri  leaieB  recmited  participan.a 
toi’dSter.imk  categories.  We  .equesled 
that  groups  include  both  soldiers  f'™  “  j 

arms  units  and  combat-support  umts,  T*ee  f 

S^Voups  were  conducted  with 

rank  categories,  resulting  m  a  total  of  12  focus 

groups.  Each  focus  group  “"'f ^ 
diers  The  rank  categones  included  pnmf  en 

rTri  IDI  F4  n  =  i9),noncomimssionedoffi- 
E7  n  =  19),  company-grade  officers 

r=  21),  and  field-grade  officers  (04- 
S'f  i  19).  The  majoritv  of  parricipams 
Wlfite  (64%),  followed  by  te 

verity  of  “me^fy'i  of 

rt?idisrrm«'ppSon‘\i- 

10  years. 


Parficipants  si^ed  an^rmed 

T  Mlowe^ .  Suucrel  inferview 
g^riha.  assessed  barriers  ar-d  »Xi2 
Lntal  health  treatment  seeking.  To  ma^ize 
SS  chances  that  themes  were  not  limited  by 
item  content  questions  were  all  open-ended. 
Sample  items  hicluded,  “What  factors  do  you 

.bis  is  fire  casef  Other 

Lsessed  the  roles  of  stigma  and  orgam" 

linnal  support  in  treatment  seeking,  belief 

Sul  meuLl  health  treatment,  and  perceptions 

of  mental  health  professionals.  Potential  ope^^ 

ended  follow-up  probes  were  mclud  ^ 
ended  lOu  R  R  ,  ^  attitudes  of 

StTiill  affeoOob  pcrformancen  Sess.omt 
sessions,  which  were 

SSpVSrSSSntbJ  identified  common 
theLs  in  the  data.  The  investigators  started 

with  a  coding  scheme  based  'iPoFSfifeS- 
that  have  been  addressed  previously  m  the  le 
“cb  merature.  and  then  added  no^  Itoea 

“sircSrs"{'X 

teeaoacK  1  ..^anscripts.  Definitions  for  each 
reviews  of  the  uanscripia  t  ^,1,,  lb 

=SiS-=S^= 

every  transcript  for  other  half  of  tte  codes. 
r  HfUK  were  assiened  using  Atlas.ti  (Berlin, 
SSStw"  was  possible  for  quotafions 
rS  codel  in  more  than  one  category.  Mean 
percent  agreement  between  coders  for  the  codes 
fnSed  in  this  study  was  74%.  Disagreements 
were  resolved  by  the  study  investigators.  D 
mographic  information  and  codes  for  each  focu 
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group  were  entered  as  variables  in  an  SPSS  A 

Tlabase.  Descriptive  srittistics  »e,.  employed  scnl 

to  aggregate  the  data. 

^  ,  the! 

Sample  2:  Treatment  Seekers 

We  recruited  a  sample  of  32  soldiers  who  ton 
were  currently  seeking  mental  health  trea  men^  P  ^ 
from  the  behavioral  health  chmc  on  post  Po 
tenlial  participants  were  the 

by  mental  health  professionals  at  the  chmc  ^ 

interested  participants  were  con  ^  jn' 

member  of  the  research  team  to  be  schedule 
for  an  interview  at  a  private  ;  in 

Participants  included  17  junior  enlisted  14  se 

r:Siried,andooe„^ric»,Tb^P-»P- 

in  the  majority  were  White  (78  A)  ^  ^  j,, 

(91%).  The  mean  age  (SD 

mean  years  of  service  was  8.0  ^ 

r9T^and  OlTSd  d?ptySo^  a  combat  oper-  ^ 

•“S  b,  me  fcm  smdy  « 

investigators  between  August,  2011  andFebmary,  ^ 
2012  Participants  signed  an  informed  consent  ^ 
inlc  ptecence  of  a  U.S.  Arm,  ombods-  ^ 
mao.  A  semistractuied  iaterview 
barriers  and  facilitators  of  mental  health  treat 
ment  seeking  Questions  were  primarily  open- 
Sd  wS  cL-ended,  they  were  followed 
Tv  open  ended  probes.  Sample  items  included 
“What  led  to  your  decision  to  seek  tieatmen  ^ 
and  “What  do  you  think  was  the  bigges  a 
you  faced  in  getting  into 

Lded  questions  asked  Amy 

had  experienced  any  problems  froin  the  Army, 
friends  family,  the  health-care  system,  doubts 
S  £  0»,  pmcrica.  bcrricf,.  or  ".to  ^ 
cles  when  they  sought  treatmenL  ^ 

questions  asked  participants  to 
problems  and  how  they  overcame  these  bamem^ 
Items  also  assessed  whether  other  people  or  the 

ing.  Lssions  lasted  approximately  60  90 
Soldiers  completed 

Ihe  PTSD  Checklist  (Weathers,  Litz  Herm^, 
Huska,  &  Keane,  1993)  and  the  Two-Item  Con- 
Screen  (TICS)  for  alcohol-use  probleins 
(Brown,  Leonard,  Saunders,  &  PapasonllotiL 
2*1),  iereening  criteria  for  FTSD  w™  “t  By 
56%,  and  9%  screened  positive  for  alcohol- 

problems. 


Audio  recordings  “f  tBa.i"*'™™*  *“7;“; 
scribed  As  with  the  previous  sample,  the  lour 
smdy  investigators  independently  reviewed 
each  of  the  transcripts  to  identify  coinmon 
Sme:  and  a  coding  scheme  was  d^v^ped 
based  on  key  themes  m  the  data.  The  mvestiga 
tom  began  with  a  coding  scheme  based  upon 
pmvioasl,  identified  bamiers  and  facld.fors  o 
Sent  seeking,  and  then  mod«  Ibat 
scheme  as  additional  factors  were  identified  m 
the  interviews.  The  coding  scheme  underwent 
SrrrSons  bas^i  on  feedback  from  ea* 
investigator  and  repeated  reviews  of  the  tian 
scripts^Definitions  for  each  code  are  presented 
iu  T^ble  2a  and  Table  2b.  Two  research  assis^ 

tants  were  trained  on  the  ‘"“‘^“^^^Jran^cripts 
nerforraed  content  analysis  on  the  transenpt^ 

Each  research  assistant  coded  all  . 

transcript  Codes  were  assigned  using  AUasTi 

X»e  I.  was  PdSaiBle  E<»  -uo.^'r  “„S 

coded  in  more  than  one 

ment  between  the  coders  included  m  this  stu  y 
eaualed  75%.  Disagreements  were  resolved  by 
the  tudy  investigaLs.  Demographic  mforma_ 
'  ion  Ind  codes  for  each  interview  were  entered 
^  as  variables  in  an  SPSS  database. 

-  statistics  were  employed  to  aggregate  the  data. 


Results 

Sample  1;  General  Sample 

Barriers.  Table  la  provides  the  most  fre¬ 
quently  identified  barriers  to  treatment  seeing 
inong  the  focus  groups,  as  well  as  sa  p 
miotafions  from  participants  m  the  group  that 
reflected  the  barrier.  Frequencies  were  reported 
separately  for  focus  groups  with  enfistet^^m^m- 
bers  and  focus  groups  with  officers.  The 
freauently  endorsed  barriers  were  career  con¬ 
cents  P^lic  stigma,  treatment  concerns,  and 

leadership  problems.  .  ,  ,„r,rrips  that 

Key  career  concerns  included  wornes  mat 

treatment  seeking  would  hinder  advancememor 

lead  to  discharge  from  the  imhta  y. 

cems  included  different  treatment  from  umt 

members  or  leaders  (such 

less-desirable  duties),  time  needed 

mterferine  with  job  duties,  and  unduly  burden 

“gS«  u”it  Xbers  wh„  bompluted  work 

assignments  missed  for  appointments. 

Both  self-stigma  and  pubUc  srtgma  were 
described.  Self-stigma  included  internalize 
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B  3  ^ 


■ 


liefs  that  being  diagnosed  with  a  mental  illness 
=  Ilha^LsinR  and  means  that  one  is  crazy  or 
Se^  Xblic 'stigma  included  conce-^ 
leaders  unit  members,  friends,  and  family 
members  would  perceive  or  treat  a  soldier  dif 
ferently  if  they  knew  he  or  she  sought  menta 
Sh  treatment.  Public  stigma  was  menUoned 
in  the  larger  portion  of  focus  groups  with  en- 
Led  member,  compand  wilb  focus  groups 

"“irfmosi  frequently  noted 
cems  were  about  medication,  including  side  et 
fects  and  how  these  side  effects  might  mterfere 
S  duties.  In  addition,  soldiers  described 
concirns  that  medications  or  other  treatments 
would  not  work,  and  that  medications  are  over^ 

Ld  or  used  inapproprituely.  Of-  “> 

their  concerns  about  treatment  providers,  m 
eluding  discomfort  with  providers  and  percep¬ 
tions  that  providers  were  burned  out 

Reearding  leadership  problems,  both  leaders 
and  junior-enlisted  personnel  noted 

often  perceive  soldiers  who  seek  menial  ^ 
treatment  as  “slackers”  or  malmgerers  Soldiers 
dso  reported  problems  with 
ers  enough  to  discuss  mental  health  problems 
th  them  including  concerns  that  information 
?e  kep 'confidential.  Furthermore, 
participants  noted  that  leaders  were  sometime^ 
Lclei^  about  what  treatment 
much  time  off  would  be  required)  “ 
with  the  high  work  demands  and  therefore  u 

pr.°S:ul  coitraiuls.  cunOdenti. bty 

lack  of  peer  support  for  treatment  seeking,  an 

is  of  honest?  on  mental  health  assessments 
(e  g  underreporting  symptoms  to  ^void  visi  ■ 
wifh  mental  health  professionals  or  speed 
Te  sing  after  deployments).  Practical  constramts 
todudld  limiled  ayailability  "f 

ability  to  get  timely  appointments  and  limited 

avaikbility  in  soldiers’  schedules.  Confidential- 

?;ltcems  were  reported  in  a  larger  po^ 

focus  groups  with  enlisted  members,  as  com 
nared  with  focus  groups  with  othcers. 

^  Participants  also  described  treatment-mhibi  - 
ing  beliefs  that  were  promoted  by  imhtary  cul¬ 
ture  such  as  the  importance  of  retammg  mental 
oShness  and  prioritizing  the  unit  mission 
aSe  S^s  own  needs.  Another  aspect  of  im  - 
itarv  culture  described  by  participants  i^s  that 
fSw  soldiers  are  often  perceived  as  having 
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been  through  similar  or  worse 
therefore  the  soldier’s  own 
ceived  as  insignificant,  abnormal,  or  not  deserv 
S  of  mental  health  treatment.  These  bebefs 

were  described  in  a  larger  Pf 
rers’  focus  groups  than  in  Ihe  enlisted  focus 
groups.  Another  frequently  ^^PO^^d  treatment- 
bihibiting  belief  was  the  perception  that  a  per 
son  shoSd  handle  his  or  her  problems  alone 
Participants  also  discussed  how  certain  mental 
Sth^symptoms  could  interfere  with  treatment 

Sl!tJ»ch.s  Mating  o„e«inromo^»» 

excessive  substance  nse,  which  can 
ZoSZ\  problem  o,  -selt-medlcannB.’  Fl- 
naUv  pitimW  poted  lack  of  iatoimat.o.  on 
"hfnmnre  of  beamre..,  wbere  .0  get  d  who  .be 
nroviders  were,  or  how  long  it  would  take, 

^  Facilitators.  As  seen  in  Table  lb,  the  major¬ 
ity  of  focus  groups  identified  leaders^  suppo 
and  social  support  as  facilitators  ^w. 

ine  Supportive  leader  behaviors  included  allow 
injtirafoff  and  flexibility  in  assignments  so  Aat 
soldiers  could  attend  appomtmenls.  Suppoi^ 
leaders  were  also  described  as  ^ 

encouraging  of  seeking  ti-eatment  ™ 

that  it  was  especially  powerful  when  leaders 
sought  treatment  themselves,  openly 
Ss^Ueriences  to  unit  -mb-s,  and  coined 
to  perform  Iheir  jobs  successfuUy_  ™  m 
socLl  support,  participants  described  support  from 
family,  fSnds  and  fellow  unit  members  as  cnli- 
cal  facilitators  to  seeking  treatment. 

A  prominent  portion  of  focus-group  raembe 
discussed  practical  facilitators  remgnrtio^ 
nerceived  severity  of  symptoms  as  facibtators  to 
Leking  treatment.  Practical  facilitators  were  de- 
sSbed  in  a  larger  portion  of  the  officers  focus 
groups  and  included  schedule  availability  an 
knowing  where  to  get  treatment, 

Smptom  severity,  many  soldiers  described  se¬ 
vere  incidents  that  can  prompt  J 

the  need  for  treatment,  includmg  D^s  physicm 

Tsi,  afd  suicide  attempts.  Othem  tdenttfied 

geueral  disliess,  not  ”““”8 
worse  problems  in  relationships,  and  imp^ 
ment  in  occupational  functioning  as  poten 
triggers  to  seek  treatment.  In  a  few  of  the  tocu 

paflicipants  described  pos.nve  pe  cep- 
Lns^ot  mental  hea]*  treatment  seeking  (e.g., 
perceiving  it  as  helpful  or  efficacious)  and  fa- 
SS“  with  mental  health  ptovtdets  as  fad- 
itators  of  treatment  seeking. 


Sample  2:  Treatment  Seekers 

Barriers.  Table  2a  provides  the  most  fre- 
qnLly  identified  barriers  among  the  ^atoent 
seekerl  as  well  as  sample  quotations  relevant 
these  briers.  The  most  prevalent  impedimen 

Spmdcal bame.s,tte.tme„. concerns  pd. 

lie  stigma  leadership  problems,  and  career 
conSm  Discussions  of  practical  barriers 
LadeSip  problems,  and  career  concerns 
largely  nfirrored  the  themes  from  the  focus 
groupl  Discussions  of  treatment  concerns  Of¬ 
fered  somewhat  from  focus-group  themes,  m 
mSt  frequently  raised  treatment  concerns  in¬ 
volved  not  feeling  understood  “red  for  by 
providers.  Some  participants  also  discussed 
Lncems  that  treatment  would  J 

comfort  with  talking  to  someone  about  then 
problems,  previously  negative 
Latment,  perceptions  that  they  weie  only  c^ble 
“ss  military  providers,  and  concerns  that 

they  would  need  to  start  again  with  a  new  pr 
vider  if  they  or  iheir  providers  were  pograph- 
Sy  reisigned,  IdenUfication  of  sttgm.  also 
differed  from  focus-group  discussions  m 
self  Stigma  concerns  were  raised  less  frequen  y 
loM  matmenl  seekers.  In  addition  10  the 
SSshlp  concerns  identified  in  the  focus 
Irouns  many  interview  participants  reported 

feS  geuei'ly  ««»PP»*0 

Zk  treatment-seeking  efforts.  Similar  to  focus 
ionps  other  barriers  identified  by  interview 
nartldpants  Included  negative  mental  health  be- 
hds  iLk  of  peer  support  for  seeking 
Itplrm  LLferen».  military-related  behefs, 
confidentiality  concerns,  and  lack  rf  mfom  ^ 

Tti  rplation  to  lunior-enlisted  memoers, 

Tge,  pmSn  ors’enior-enlisnrd  i„ie,.iewe« 

deSlibrf  the  following  barriers;  self-  and  pub- 
Tstma!  mental  healih  beliefs,  mflrtary  be- 
fiefs  and  confidentiality  concerns. 

"t^^ilators.  Table  2b  provides  . be 

freauently  identified  facilitators  among  treat 

ment  seekers,  including  "f^rSce 

support  person,  symptom  seventy/mterferenc^e, 

refen-al  by  medical  or  military  personnel, 
nessTng  other  treatment-seekers’  experiences, 
supportive  leadership,  and  positive  perceptions 

of  trcatmcTil  seeking.  rtfiv  iHpn- 

Interview  participants  most  frequently  iden 
tified  encouragement  from  family  members, 
oLticularly  spouses,  as  representing  a  primary 
Son  fofseeking  treatment.  Many  discussed 


toeatment  facilitators  and  barriers 


wanting  to  be  a  “better  person”  f°rjheir  fami¬ 
lies.  Several  participants  also  descnbed  obs 
ine  other  successful  treatment  seekers  expen 
ences  as  a  factor  that  helped  reduce  stigma  and 
served  as  an  impetus  for  them  to  seek  treatment 

themselves.  Discussions  of  leadership  support 
as  well  as  symptom  severity,  were  similar  to  the 
tliemes  that  arose  during  focus  groups.  Ma  y 
noted  that  it  was  not  until  symptoms  cached  a 
high  level  of  severity  that  they  recognized  the 
need  for  treatment. 

The  most  frequently  reported  positive  per¬ 
ceptions  of  mental  health  treatment  seeking 
were  beliefs  that  addressing  one  s  own  mental 
health  needs  is  a  priority  and  a  P™' 

sibility  Several  participants  stated  that  th  y 
overSme  barriers  to  care  by  deciding  to  place 
their  own  needs  before  the  needs 
or  by  deciding  that  the  positive  consequences  ot 
addressing  their  mental  health  needs  ou 
weighed  the  negative  consequences  of  contend¬ 
ing  with  public  stigma.  Other  positive  percep¬ 
tions  included  beliefs  that  treatment  wou  d 
work  and  that  treatment  could  actuaUy  ^hdp 
rather  Iban  harm  one  s  career.  Finally, 
tioMl  facilitators  included  having  information 
about  treatment,  past  positive 
ences,  and  a  history  of  life  srtessors  Aat 
were  nnable  to  manage  on  their  own.  Compmed 
with  junior-enlisted  participants,  a  '^rger  por^ 
to  of  senior-enlisted  participants  described 
tieatment  beliefs  and  life  history  as  treatment 
facilitators. 

Discussion 


Stigma  was  one  of  the  most  frequently  iden¬ 
tified  barriers  to  care  in  both  samples,  ‘consistent 
with  earlier  studies.  Public  stigma  was  rnen- 
tioned  most  frequently;  however  it  is  important 
to  note  that  self-stigma  was  also  oommofoy 
reported  paiticularly  among  the  general  sara 
nle  Self-stigma  has  not  been  consistently  mea_ 
sL  ln  e^er  studies  of  militnry  s^ples  and 
Se  Sidings  suggest  that  it  should  be  mtoded 
as  a  construct  on  future  rating  scales  (SkoPP 

al  2012)  and  considered  as  a  possible  targ 

torventlon.  The  fact  that  -If-stig^  was  mem 
toed  less  frequently  among  treatment  seeker 
suggests  that  overcoming  self-stigma 
important  part  of  the  decision  to  seek  rteatment, 
although  longitudinal  studies  are  needed  to  es- 
toWtsh  this  relationship. 


As  in  previous  research,  career  conceins, 
practical  barriers,  and  treatment-inhibiting  be¬ 
liefs  about  mental  illness  and  treatinent  all 
emerged  as  additional  barriers  to  care.  Reg^ 
ing  cLeer  concerns,  our  findings  add  to  existing 
literature  by  identifying  specific  concerns  about 
Scemen,,  dischMge,  and  bn«len«g 
unit  members.  These  findings  J 

reer  concerns  warrant  measurement  as  a  more 
complex  and  separate  construct  m 
titative  assessments  of  bamers  to  care.  Smto 
to  earlier  studies,  practical  barners  were  ^8  J 
centered  on  scheduling  problems. 
concerns  were  not  frequently 

due  to  the  fact  that  we  interviewed  patoipanls 

on  post  who  likely  had  access  to  affordable  care 

i^  known  about  specific  treatment  con¬ 
cerns  among  active-duty 

conceins  about  medicaUon  side  effects  and  lack 
of  knowledge  about  treatment.  These  concerns 
were  particularly  prevalent  among  the  genei 
sampll  which  suggests  nonseekers  of  rteat- 
ment  lack  accurate  information  about  Meatmen  ^ 
Other  treatment  concerns  that  were  novel  to  this 
study  included  concerns  that  providers  are 
“burned  out,”  soldiers/officers  do  not  feel  un¬ 
derstood  by  providers,  they  sense  a  lack  ot 
familiarity  with  providers,  and  are  uncomfori- 
wi  J discussing  problems  with  Provfo^s^ 
This  discomfort  is  intensified  when  the  Solih 
or  therapist  is  moved  to  a  different  location  at^d 
Se  soldL  needs  to  tell  his  or  her  story  nsmto 
a  different  provider.  Finally,  we  identified  be¬ 
liefs  specific  to  the  military  climate  that  mbibit 
ti-eatment  seeking,  such  as  the  need  to  P^tize 
the  mission  over  personal  Pt°blems.  Tretoent 
inhibiting  beliefs  that  were  consistent  with  pre 
vtosldings  included  the  beliefs  that  a  soldier 
officer  must  handle  a  problem  on  his  or  h 
own,  that  there  was  a  lack  of  recognition  of  fos 
or  her  problems,  that  treatment  will  not  work, 
and  that  providers  generally  lacked  trustworthi- 

”%fos  study  identified  several  additional  baffl¬ 
ers  to  care  that  have  not  been  previously  de¬ 
scribed  and  may  be  unique  to 
These  included  perceptions  among  leaders  foat 
soldiers  with  mental  illness  are  malmgenng, 
leaders  also  have  confidentiality  co"™  ^d 
lack  knowledge  about  mental  health  problms. 
Other  novel  barriers  included  symptom  interfer¬ 
ence  with  treatment  seeking,  unsupportive 
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peers  general  confidentiality  concerns,  and  lack  rie^ 
leadership  behavior  were  sonr 

Titr  n  boTsSl-  P- 

LTrSip  ^llrs  have  not  been  elaborated  the 
Sfliletature  and  out  todings  suggest  that  4,5 
Lse  consist  S 

™-Si;=s.;sS"-  s 

==;k.3SS  - 

ings  related  to  perceived  f  sei 

of  concern,  in  that  many  soldiers  did  .g, 

knowledge  the  need  for  treatment  before  a  se 

re”o,  » 

cnocTPsts  that  more  efforts  neeu  m 

sssssis  ^ 

the  most  important  facilitatoreieni 

stif-rc  seeking  treatment.  Of  particuwi 

ts  rLpirt»ce  of  0 

who  sought  treatment  an^bad^^^  consistent  g 

SS^iiH3S ; 

who  have  mental  illness  is  o  _  •  ^  , 

effective  ways  of  reducing  sUgraa  (  ■ 

of  treatment  among  nonseekers  of  treatmen 

Need  factors  included  perception 

m,  lifp  Stressors,  and  symptoms  that  inter 

fered  with  social  and  occupational  J 

Given  the  qualitative  nature  of 
difficult  to  draw  conclusions  a  cate<^o- 

in  barriers  and  facilitators  across  rank  cate. 


■  c  However  stigma  and  confidentiality  con- 
enlisted  members;  within  the 

wis  particularly  the  case  ap- 

1  Qf^ninr  etilisled  and  officers  also  p 
more  likely  to  describe  barriers  withm 
Ci^litary  culture.  These  findings  may  reflect 
t  senior  enlisted  and  officers 

^Ir  and  had  often  served  more  years  in  the 
ScBior  enlisted  and  officers  also  more 
feonelly  described  facilitators  such  as  s^ed^ 
nra^ailLty,  Knowing  where  to  J 

origins  of  these  differences  between  service 

members  of  different  ranks. 

Although  this  study  possessed 

r  f'o“'”llir  methodology  employed  with Jte 

r re:  po»s-= 

of  ability  to  draw  comparisons  ' 

•„  lirraitpfl  Furthermore,  focus- gioup 

£m  mi^t  not  accurately  reflect  the  number  of 
hy  S..d„ri  pariicipants  who 
=nt  p^icular  theme  if  mterviewed  ^^d mdua^ly. 

addition,  the  interview  participants  wem  not 
‘dy  representative  of  all  rank  structures  ^nd  aU  pa 

■ho  Spams  were  racrui.ed  from  a  s™le  m^a 
tiori  Therefore,  findings  may  not  be  reflectiv 
of  the  broader  population  of  active-duty  sol- 
diers  To  address  these  limitations,  future  sm 
feTshould  consider  conducting  interviews  with 

both  treatment  seekers  and  treatment  no^ 

ers  from  different  installations. 

’“!•  5  qualitative  methods  limits  our  abdi^  to 

’  tifv,  fmfiinas  or  to  determine  significant  as 

SLs  between  barriers/facilitators  and 

Si:  SSdSt:Uod«>b....res.abhshd..so 
te^o-  relationships. 
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Conclusion 


Our  findings  have  several  implications  for 
SiL  to  existing  quantitative 

“xisting  measures  include  self-stigma,  con 
„xisung  treatment  concerns, 

St*! 

*e  po(ential  atiUly  of 

“  “b  needed  cental 

SSlh  watment,  fteae  i"*'™”™  Z 

™“5.reoS.“er£oda,e^ 

rrn5«"“^Sd.d«g 

ehallennmg  treatment-mtenenug 

top, ;,U,g  leader  behayior.^^^^ 

Red  .n  to  gTS^utoarely 

^lUt  Accurate  mio^^  mental  health  symp- 

iSSEiSSra 


s;srS,rStiP'= 

'"^iSftaingsTSS  employing  testimo- 

"e="'ie:r?»=s 

roneenis.  Contact  with  clWcians  pnor  to  sect 
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•  T  lie  H  Cheung  Cynthia  L,  S.  Fury,  and  Heidi  M.  Zinzow 
Thomas  W.  Britt,  Kristen  S.  Jennings,  ^^°^Clemson  University 

0,e..e:  Many  miUtary  personnel 

health  professionals,  and  if  they  ^  the  role  of  4 

recommended  number  of  sessions.  The  |  of  differential  treatment,  self-sti^a 

on  these  outcomes:  perceived  stigma  to  career,  p  3„^^rs  who  seek,  treatment.  Method;  One 

from  seeking  treatment,  and  stigmatizing  perceptions  self-report  survey  assessment  that 

5Zan d  toee  hundred  twenty-four  active  duty  soldrer  ^.^Ith  symptoms,  receipt  of 

"ed  measures  of  the  4  different  stigi^ 

mental  health  aeatment,  and  whether  they  had  dr  ^  „„  aP  4  stigma 

Participants  screening  positive  for  a  a  reduced  Ukelihood  of  freatment  seeb 

perceptions.  All  4  stigma  perceptions  were  ea  treatment  wer 

when  considered  individually,  but 

uniquely  associated  with  treatment  seebng.  ^  associated  with  an  increased  probability 

roltLrs.  along  with  self-sUgmafrot^reatme  ^  p,,  pmque 

of  dropping  out  of  mental  health  Different  stigma  perceptions  wore 

predictor  of  dropout.  Conclusion,  and  ^'"^'"“ilongitudinal  research  is  needed  to 
associated  with  treatment  seekmg  and  Practitioners  need  to  be  aware  of  ho  w  difen 

-  -rr  seeking  and  potentially  target  shgma  perceptions 

treatment  to  prevent  dropout. 

Ke}nm-ds:  stigma,  militaD.  treatment,  dropout 

individuals  exposed 

frequently  expenenee  mental  heal*  p  health 

leant  functional  impairm  '  P  world-wide  epidemic  of 

needs,  researchers  have  noted  ther  treatment  (Kes- 

f  r  1 

:S™'.  peieptions « 

among  Ihe  PTrta'^l  mUitap”  Aiol"  »  l"‘l  »”'> 

of  „e.«  hoaffh  p.obl.ms  -oog 
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or  position  of  tiie  u.  ■  j  ,  assistance  in  the  coordi- 

J„.a,  Wa  .bank  mad 

nation  of  data  mlkcnon-  ew  ombudsmen  in  ihe  ptosont 

and  Qevsere  Selmanaj-Gbist  lor  serving  as 


- 

“"cLaponda™  “  “f/j  “.« nSarmson Uoi.o.- 


„i„a„  pop^nool,  »«  >»*“l™*«.;7og.‘l‘Au* 

terlome,  &  Milhken,  /  , 

services  (Hoge  et  al.,  2006,  of  treatment  seeking 

Researchers  studying  i,;„hliiihted  many  of  the  same 

among  military  personne  a  -  :i;„„  literature.  These  factors 

factors  as  addressed  in  the  roa  ere  j.  treatment 

tnclnde  the  P™VS%C 

r  ’  ^  t°al  Toi'^XTw  and  the  self-stigma  associ- 
Skopp  etal  2012,  V  ^  as  a  fonction  of  seeking 

ated  with  gtigma  perceptions, 

treatment  (Skopp  et  al.,  )  harriers  associated  with 

„„p,ohum  tove  .t»  idonWiM  (Bri«  =>  ab, 

,.okof  tofo.W.«  TT=.  2011).  Pogulvd 

,„«„d  monml  heallb  Bo.bna.t  “  f tollb 

,0,4).  «,d  miSirny  P«o™  ^  Thomas,  m 

problems  on  their  own  (Adler,  Bntt,  Run,  u 

press;  Britt  et  al„  2011).  nredictors  of  treatment 

Much  less  research  has  on 

dropout  among  military  personn  ,  military 


bmtt,  ibnxmos,  ckbong,  ptov.  and  zinzow 


with  the  mental  health  professional.  ^  seeking  high- 

Although  early  research  in  the  area  “Uln  1  seek 

Ughted  the  importance  of  ^  ^  ^  ^  ^  support  perceived 

treatment,  more  recent  research  has  'o  supp  P 

,«g„.  tom  other,  (public  »  ■  “"J*  .p, 

C“  :i  siS 

seeking  (Adler  etal  mpr^^^,^^^^^ 

mpSod  in  the  broader  civdian  find  ^^1^ 

~-s;;-.-srfLS“r.-=s 

different  stigma  percep  o"  military  personnel, 

dropout  among  a  large  sa  p  nerceived  stigma  fi'om 

Consistent  with  prior  research,  we  asse  negative  light  by 

(mnecled  by  a  p®™  “  u.  scms 

..  well  a.  the  ««  melcmg  ..<1 

oneself  m  a  negative  ligh  )  ^  used 

dropout,  “^rtwV  tom 

in  pnor  research  to  assess  g  seoarate  factors,  one 

others  could  ®  ^ ^eatment  would  harm  the  soldier’s 

reflecting  a  concern  tha  g  g  indicating  a  concern 

career  (perceived  stigma  orcatee  differently  by  fellow  sob 

that  soldiers  would  be  viewed  and  treated  diteentiy  y 

diers  (perceived  stigma  uf  stigma,  we  examined 

in  addition  to  these  traditional  qualitative 

another  form  personnel  (Zinzow  et  al., 

studies  we  conducted  with  n^^il  J  ,..  f  different  ranks 
2013).  In  focus  groups  With  ,hile  on  active 

and  interviews  with  soldiers  who  s  g  m^Pity  and  opera- 
I  duty,  mh.i.r.  .« 

i  rcd.u~  „f  L™.  um  nol  ..rpt»»s  P™ 

-  treatment  seeking.  These  typ  hioh-risk  work  environ- 

^  the  organizational  culture  associated  with  high  nsK  wo 

ceptions  (see  Brown,  2008).  In  j  of  mental 

perceptions  mfluence  the  decision  o  .  ,  ,  id  „  tfigory  of  Link 

Lim  i«  toe »» -to  "rS  »»«.h 

^  b»»> 

m»i.i  «£>»■  'f  s 

hcto  ppib.-,  ‘-xr™/”iSpmb- 

s::rri~..»-n=^sr.r» 


.t  dm  miltoiy.  if  »"«  “»“  XTdr’SnTm-ml 

pp.maon.1  todine..  ..d  wb» 

ing  perceptions  of  others)  an  w  ^^utal  health  problems.  In 

for  those  soldiers  associ- 

addition,  we  «-«med  wheto  ^^h 

ated  with  treatment  seeking  (  cniwht  treatment)  after  control- 

and  treatment  dropout  (for  those  impairment 

mSt^'S'y^^tom-  In  cases  where  multiple  stigma 
“  rrated  rtreatment  seeking  or  dropout,  we  con- 

S  airSc  regression  where  the  multiple  sti^na  percep- 
Soilimultancously  predicted  the  relevant  outcome. 


Method 

Participants  and  Procedures 

The  study  sample  was  composed  andutili- 

complemd  .  sum.,  ‘X;rwr..»md  .< 

ZdSon  of  “  loogirndi..!  Jetoiout  of  dm  dct.nm- 

SirfS  siers  1,324  (81%)  consented  to  having  their  re- 
?;ontsuS^"a;ch^urposes.^^^^^^^^ 

part  of  je 

SJ^o^tJe  assessment  they  w«e  to  comply  a  ^ 
.urvey 

TuT:S^y<^  »•»>■ » “ 

the  research  team’s  designated  station 

■nm  muionly  of. h.  .ample  "  „,d pW). 

„„o.we,eeid.e.2-2d,.^oU03««^^^^^^^ 

oJ,».  (H5.f2d)  -  ^=57,“ 

Measures 

Perceived  stigma  for  career  (a  =  ^84)  was 

item  measure  with  ^tent  to  which  they  agreed 

(2011).  Soldiers  1  (strongly disa^-ee) 

with  each  item  on  P  “Getting  mental  health 

mental  health  treatment  would  lead  ^  93) 

perceived  stigma  of  different  ttea  (2008)  and 

was  assessed  with  four  items  S-^nt  scale. 

rr-  f  al  corn  It  and  were  responded  to  on  me  same  op 
Kim  etal.  (2011)  ana  w  ^  fia^e  less 

Sample  items  mclude,  Members  or  my 
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different  stigma  perceptions  and  treatment 


.c  .o 


....  ^ 

§  & 
■3  ,':5 

T- 


..  if  T  received  mental  healtt  treatment”  and  “I 
confidence  m  me  if  mental  health  treatment.” 

would  be  seen  as  we  otmpntta=  65)  was  assessed  with 

Self-stigma  fomseekmg  treatment  («  ^^^ded) 

four  items  (two  positively  wor  e  an 

from  the  10-item  selWigma  sea  e  ^  with  each 

(2006).  Soldiers  rated  the  extent  to  ^^^ght 

item  regarding  how  ^  bleT  Ratings  were  on  a  5-point 

treatment  for  a  mental  health  problem.  »  w 

„.,e  «  f™=>  1  [S  » . 

Sample  '  -i  .,“ld  teel  irndeq-te  H  I  went  to  a 

therapist  for  help  and  abbreviated  measure  was 

St;- itaS  rL  ova, .11 ••  1'  »■  '■™'  “ 

possible  to  avoid  ^ho  seek  treatment  (a  = 

Stigmatizing  percepfr  generated  to  reflect 

.86)  was  assessed  with  six  i  e  mental  heallh  treatment 

stigmatizing  with  military  per- 

r«r."  l  20%.  3d.  e.  -  rt"a 

to  form  a  factor  separate  from  “^ga^ve  atti- 

to  tr-^^tmelit  seeking  (mete  toward  medication,  and 

tudes  toward  treatmen  ,  g  .  .  tn  which  they  agreed  with 

each  item  on  a  5-pomt  sc  ,  g  ^  ^ot  trust  a  soldier 

5  (strongly  ag,-ee).  Sample  items  ^,„tal  health 

to  have  -y  mental  health  treatment  are  jute 

treatment,  So  diets  w  about  the 

^Sational  Ladiuess  of  a’unit  member  who  was  getting  treatment 

for  a  mental  healtli  problem."  to  ensure  that 

Treatment  seeking  was  ^  reach  out  to 

we  captured  any  attempt  on  e  p  „  dt  for  mental  health 

services.  First,  particip  mpntal  health  services  for  a 

past  11  mouths  31*  «  «'  *' 

stress,  emotional,  alcoh  ,  aoolv)”  Nine  different 

following  professionals  (Mark  all  health 

».»  I«te4  mdptog  sev»  „  .  oivil- 

clipicK.  primary  cm  pmvi  sources.  Response  options 

r.oil^.  *3  V  S;.»  were  .U  "M  <he 

were  either  yes  or  no.  t,cconu,  k  n  following 

past  12  MONTHS  have  V-  ^rp  Up-ents  were 

treatments?  Check  all  I  a  app  y.  gjj^g  medication,  and 

Usted,tecteding  individual  teerapy  or 

marital  or  family  "/Js  they  had  attended  in  the  p^^^ 

many  visits  for  mental  hea  n  1  2  3-7  8-12,  and  more 

12  months.  Response  options  were  ^^,d  as  having  sought 

...n  U,  FWly, 

mental  health  freatments  ^,ts  who  had  reported 

ment?”  with  a  response  option  of  yes  o 


to  indicate  whether  tney  upsinonse  options  were  yes 

'‘vr,trA“  ” 

severity  on  a  scale  firom  1  (not  ^  o  0^^  ^  assessed 

itl“pt SrauLatic’  Stress  Disorder  Checklist 
(Weathers,  Litz,  Henn^.  ^  f  ^ 

asked  to  indicate  how  bothered  theyhadbeenin^^  ^ 

any  of  listed  symptoms  on  ^5 

a/0  to  5  participants  were  considered  to 

National  Center  for  PTS  (  J’  ^  Statistical  Man- 
have  PTSD  if  they  met  spem  nsM-iV'  American  Psychiatric 

ual  of  Mental  Disorders  (Mhed  Dm  Ih  ^  J 

Association,  1994)  symptom  entena  and  haa 
= ■«) 

S“X”y  ..cU«  >- ™  X 

4.p™.  sclc,  mupmg  j"'  X»  » 

„  ,mdy  if  .hey  me.  .h-  cjjnu 

£■ » x:i “  *xxsX'i:Xf 

rdXXXTieX.-..  hifflcu.  o„ 

diffienlly  tom  probXwidi  aeesrive  .Icubol  use  wa. 

Alcohol  problem.  A.  p  Conjoint  Screen 

assessed  using  ^o  ft®®  ^  ^  Papasouliotis,  2001).  Sol- 

XX”toXaX.ve  ./  .UmhP.  p.0H.m  .  .hey  - 

.poudedyye  .0  ■> ““  l' *XXi»d  u.»e  «toc  tom. 
Functional  impairment  (  ^  ^  ,.vere  asked  in  refer- 

mui;  .to.,  or 

':X?wi.h  e.-p..o»'.  -Hi  “»> 


Results 

MentiCyine  Pr-ence  of  »  Mert.l  He.l.h  Problem  ... 
Treatment  Seeking 

Following  prior  Steteptwem  te 

fotepte21tTtedy,soldi^^ 

-X^^^Tthe  interest  te  examining  P«“;/ 

those  soldiers  with  an  identdied  not  have  the 

dropout  among  those  ^°'*;?[®^J°4,f^tLient  seekteg  and  dropout  from 
power  to  examme  the  pe  stronger  when  considermg 

different  sources.  In  general,  are  hesitant  to  draw 

S  — SrX  site,,  .m..  -to.  m«»  *  .todh. 

treatment  from  particular  sources. 
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„n«.l  b»l>b  ,  “’er“Lul»tob«'“^ 

were  currently  expenencmg  ’  r;(.„cinc  a  current  problem, 

problem.  Of  those  who  reported  One  hundred 

46%  rated  the  problem  as  P,, 

and  72  soldiers  (13  /»)  depressive  disorder,  150 

PTSD,  82  (6%)  met  cnteria  .  J  1  and  33  (3%)  scored 

(35%)  met  criteria  for  a  oi  symp- 

„  „  wpU.d  .s ».«« > 

toms.  In  all,  394  (40  /O  01  -v,,.  treatment  based  on  one 

.. »«-  «-«»>  “  >““«  * 

nient,  of  the  394  solQi  of  mental  health  treatment  in 

(4(y./.)  .cportei  ^  Mion  &  »»»•« 

OP 

Correlations  and  Group  Differences  on 
Stigma  Perceptions 

The  correlations  among  the  four  ^“y^rfour 

and  mental  health  ^  with  one  another,  with 

different  types  treatment 

the  perceptions  of  s  .p^g  different  stigma  per- 

showing  the  stronges  cincicrnificant  correlations  with 

»rhibi,.d 

re„frr:"rs 

tionships  with  mental  health  ^  having  a  mental 

T,„e  panieipants  “  “d no,  L-n  p.si- 

health  problem  were  compared  ^  thoaej^  perceptions.  As 

tiveforamenmlbeairnpro^tem^  ^ 

seen  in  Figure  1,  comp  treater  perceived  stigma  to 

problem,  those  with  a  pro  ^  perceived  stigma 

career,  A(l,  1,315)  •  ^  3  j5\  =  43.16,  p  < 

from  differential  treatment  by  others,  h(l,  , 


Stigma  Perceptions 


4.00 


i  270 


2.76: 


2.6] 


.  2.65 


"■"sOgHifi-Cdtder*  SS  ^'^Tf^-- 

OIlKtS* 


.Scf.nddpohave)i.ame.*dlhdrtUip«iblefnaI*J9« 

DM  «Dt  .Cfrr,.  positive  for  afnental  ifeMfli  problea.  (N-927) 

:s::ipis:S=".X.srr.— 

2  ,=  02-  self-stigma  from  treatment,  F(l,  1,313)  " 

f  If  bW  idenffiei  »'  *' 

different  stigma  perceptions  were  small 
Stigma  Perceptions  and  Treatment  Seeking 

treatment  seeking,  a  senes  o  gt  mental  health  problem, 

for  the  394  soldiers  P°f  we  first  eon- 

To  avoid  overadjustment  m  logis  ^  ^  of  rank  and 

d.e.ed  .  model  mmcloiog  to  >"d 

gender;  the  continuous  measu  ^  PTSD,  depression,  or 

whether  soldiers  screene  post  .  seeking  The  results  of 

.,ooh..pmbleoo..p.eto,omof«.»^^^^^^  ^ 

this  model  are  pres  problem  and  functional  impair- 

"t  rSood  mode,,  tob  i.div,« 

eotered  mdivldo.Uy  »  •  Fed»l«  ”t  ..d 

iio,  to  to  d.n."«»Pb.e  votobto  to-  ““fi  f„,  W„ 

ftinctional  impairment  included  m  Model  1. 


1.  Stigma-career 

2.  Stigma-differential  treatment 

3.  Stigmatizing  perceptions  of  others 

4.  Self-sli^a  from  treatment  seeking 

5.  Depression 

6.  PTSD 

7.  Alcohol  probletn 

8.  Functional  impairment _ 

Tfole.  PTSD  =  posttraumatic  stress  disorder. 

"p  <  .01. 


2.56 

2.81 

2.65 

2.69 

3,49 

28.44 

0.15 

1.41 


0,91 

0.98 

0,65 

0.70 

s.n 

14.50 

0.36 

0.80 
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Self-Stigfr^^^  os  Predictors  of  Treatment  Sed^ - __ - - 

- - -  nst  rosVn  r,E 


,  .  , ,  Model  P _ _ _ _ _ 

-  ^  a84  [0.54, 1. 3 1]  ^  ## 

Rank"'  0.41  [0.14, 1.23]  ^  ## 

Gendei”^  ^  1.83  [1.38, 2.42]"  ^  ## 

Functional  impairment  0  48  [0.29, 0.80]"  ^  ## 

Alcohol  problem  1.15  [0.55, 2.38]  ^  ## 

Depression  0.74  [0.43, 1.27]  „ m «  n  951'  0.87  [0.61, 1.23] 

PTSD  0  59  0  99  *  0.9710.69,1.36] 

Stigma-career  7  0  4910  32.0.75] 

Sion,  and  PTSD  p  a/ihistcd  for  llic  variables  m  Model  1.  ^  anr^  Qclf-stiama  were  simulta- 

irffl&iential  treatment,  stigmati^mg  perceptions  o  o  tes,  coded  junior 


OR  [95%  Cl] 

Model  2'’ 

## 

## 

m 

## 

m 

■m 

0.73  [0.56,  0.95]' 
0.77  [0.59. 0.99]* 
0,46  [0.31, 0.67]** 
0  69  [0.50,0.96]* 


Model  3* 

m 

## 

## 

## 

## 

## 

0.87  [0.61,1.23] 
0.97  [0.69, 1.36] 
0.49  [0.32.  0.75]*’ 
0.99  [0.67, 1.46] 


yugroaiLr.iiAe  - - - - 

SelEstigr^^ 

in  each  logistic  regression  gender 


*p<  .05. 


seeking  treatment,  j,.,,*.,!  wbere  all  four  stigma  percep- 

A  final  regression  was  seeking 

tions  were  entered  together  as  P*"  yarjables,  mental  health 
while  controlling  for  the  ^  column 

problems,  and  functional  inipam  treatment 

o, — -kiPE. — 

other  stigma  perceptions  did  not. 

Stigma  Perceptions  and  Treatment  Dropout 
we  adopted  a  similar 

stigma  ZSXlbo  reported  seeking  mental  heal& 

the  analysis  to  260  so  these  260  individuals,  57 

in  .bn  pna.  H  lire  eomple.ie., 

,22%)  1  drepenr.  »  .—1 

In  examming  the  predictor  fnnctional 

„„del  *•!  i  Lmmitized  in  the  Otrt 

ping  out  of  ^  individual  stigma  perception  was 

In  the  second  model,  oacn  i  treatment  dropout,  con- 

entered  individually  as  a  pre  ^  functional  impair- 

.rolling  fo,  .he  , he, e  logis.ie  ,eg..e- 

ir.”fprlrtel  to 


,ng,n.  f,.«  .—  -king  -to 

gre.,.,  lihetihood  of  ..PP«  .«  noi.  I. 

matizing  perceptions  of  of  Table 

the  third  and  final  model  f  ^  included  si- 

trSKl  Ztiirgn,.  In.  ..cm™,  seeking  emerged 
as  the  only  unique  predictor  of  dropout. 

Discussion 

The.es»..eoton.smd,^md« 

results  indicated  soldiers  W  o  scr  stigma 

,  mental  health  Perceptions  were  each 

perceptions.  In  addition,  a  seeking  but  stigmatizing 

l^adividually  of  soldiers 

perceptions  to  career,  per- 

receiving  treatment  Fin  self-stigma  from 

ceived  stigma  of  dir  associated  with  treatment 

treatment  seeking  were  mdividua  V  remained 

dropout,  but  only  self-stigma  of  the 

tetSi?  of  the  study,  and  grS^  body  of 

The  findings  of  our  study  ‘“/^Xeeking  mental 

.  research  on  the  relationship  between  stigma  and  ^ 

.  h»l.hmd.«...  <Ad.e, ..  U  » ■>-■  X:U.  .mdid.  have 

1  et  al.,  2009;  Skopp  et  2012^  differentiate  those 

;  rS.— S.m  «,oS  ,ho  do  „.;  ho»dV„,  -o  f««nd 
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j  of  Demographic  Variables,  Stiffna-CareerS^^^^^^^^ 

"f  *"■  " 

Treatment  Dropwi  — - -  ^ 


Rank' 

Gender" 

Functional  impainnent 
Stigma-career 

Stigma-differential  treatment 
Stigma  perceptions  of  others 
Self-stigma  from  treatment  seekmg 


m 
m 
## 

1,67  [1.14,  2.43]*' 

1.51  [1.06,2.15]* 

1.52  [0.92, 2.50] 
2.08  [1.31,3.31]” 


m 
m 
m 

1.30  [0.80, 2.10] 
1,11  [0.70, 1.76] 

1,75  [1.04,2.93]* 


eu-5iigma  from  treatment  see — g - - - n  fnr  in  each  logistic  regression. 

“Model  conducted  was  logis  j  pjejitting  treatment  seeking.  Model  1  “  Oils  in 

1.  d  Rank  was  coded  Junior  eniisieu 

coded  female  =  1,  male  =  2. 

*;,<.05.  **p<.01. 


« .u  £.»  .,p-  Of  -r«sr«is":st 

Of  particular  interest,  our  ^he  only  stigma 

,b=.. ““7,:  r.;r.°  ’..kW 

perception  that  was  uniq  y  »  mternalized  perceptions  of 
These  findings  suggest  that  so  lers  ■  ^g^tful  to  decisions 
„,he,s  who ...k .«».».  7, L™.  Th... 
to  seek  help  than  how  they  niodified  labeling 

d“*.““  a”  ental  he-Uh  P»b.»  -"I  "*1 
interfere  with  soldiers  treatment  seeking  is  a 

correlate  o  trea  m  n  personnel  from 

bySkoppetal.(20  2  fc  self-stigma  from 

a  different  base.  Om  fmdmg 

treatment  seekmg  u  q  V  .eeptions  may  be  impor- 

These  findings  highlight  that  s  g  P  ^  important  given 

tant  to  treatment  ®  dropout  in  comparison 

the  relative  lack  of  researc  ^  demonstrate  the 

to  treatment  seeking.  In  .  .’  ^nether  stigma  is  internal- 

potential  importance  of  constdermgwh^^ 

ized  and  the  relative  impa  o,,  gg.^},o  get  treatment  and 
study,  stigmatizing  perceptions  ^  unique  predic- 

solf-stlgnt.  ton,  »”•  “”;Co.r?hu.!  Uwo= 

tors  of  treatment  reeking  i,„po,unt  to  consider  than 

conceptualizations  may  ■  d  stigma  because  of  the 

pd,.  IgretmerT.  personal  beliefs 

sts 


A  rtirortions  for  Future  Research 
Limitations  and  Directions  101  r 

One  limitatmn  of  our 

;”CueSng  .«d  dropom,  Longlt.db.al  .mdies  are  needed 


,0  embre  these 

in  this  research  were  assessed  b  appropri- 

,.,f.rep„tt.  A«77j““rr.tors”S.”  ..d  dropou. 
ately  addressed  as  sel  P  ’  .  source,  such  as  med- 

could  be  assessed  throug  an  measures  of  treatment 

ical  records.  However,  our  of  past 

seeking  and  ^"°P"2  to  believe  military  personnel 

r^r^rer— 

Ti:rd‘Lit.>io.  has » ^w..h 

stigma  from  treatment  see  mg^  of  selbsligma, 

“  shonld  make  it  ' 

tors.  A  final  '““’““pmStom  of  treatment  seeking  and  drop- 
o“ffror'^cSlr  soume.  (e.g,  “^^.irLrfor’irS; 

I  hou  d  be  able  to  address  the  different  predictors  of 

teas  stign^l  from  treatment  seekmg  was  associated  with 

whereas  selt-stigma  irum  t?„rthpr  lonmtudmal 

rnrp“f~,  eeektng  need  .0  be 

7r;t.tgSSe:t.cror- 


different  stigma  perceptions  and  treatment 


.p. 


btrategi  .....  pnirace  in  avoided  commuiuty  and 

ind-ividusls  to  CQS  S 

behavior. 
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Inlemcrfiona^  Socleiy 
fo^Twuniatio.sWss  SiU^iss 


Barriers  and  Facilitators  of  Mental  Health  Treatment-SeeUng 
”  Ictive  Dnty  Soldiers  With  Sexnal  Assanlt  Histones 

Dep«„e„.  ot  P.,cholog,.  C.™so.  U.ive,si„.  a.»*on.  South  C^hu,. 


^  little  is  known  about  treatment-seeking  patterns  or 

Despite  significantmental  health  dtffe 

fie™  »»Bl  I—  P-*'™-  'i*  “““  "  7 J  Wr.  MC  SA  .Wms 

(87.6%)  had  sought  informal  support  conelates  of  treaUneohseaking  among  SA  vifi  ^  _  self-reliance  [OR  = 

Multivartate  >«f  “  “8'“““  ““£,e  Oeatment  belief.  (OS  =  2.22),  social  “PP“ '“s^Mei  with  treannint  seeking.  Findings 

ifissESSS^— 

and  significant  others. 


Litetoe  prevalence  of  sexual  4™% 

sfi.,ice  Frueh,  &  Magmder, 

S  In  addition,  a  tego  »»"»>“  °f  »»“"  TSeTulager 
irtcidents  during  the  course  of  “emL: 

“‘‘'“id^'loroSe  tSeLs  Aftalrs  (VA)  patients 

;r„*s'r:ll.u“.ioccurtedd„ri.g,MUta..sere»^^^^^^^^^ 

Si,STS53S£= 


fisparallon  ja«s^“jig " 

fie  mfiort  ml  do  no.  ..ca.»l»  fh.  sn.dl« 

the  U.S.  Army  Medical  ,  g  atClemsonUniversity  and  the 

were appiovedby  the fcstituttondRCTmwB  d  (USAMEMC),  Office 

U.S.  Army  Proteedon  Office  (HRPO). 

«l?llS“So£,cJ;er,Frt.»Delg.do,»d  David  Neg.fo,,er...g 
as  ombudsmen  in  the  present  study. 

Correspondence  concerning  this  artele  should  Clerason’, 

418  Brackett  Hall,  Department  of  Psychology,  Uemso 
SC  29634  E-mail;  hzinzow@cleinson.edu 

^  2015  Irtterrrational  Society  for  TraumaUc  SUess  Studies.  View  iMs  arttde 
online  at  wileyoDlinelibrary.com 
DOl:  10.1002/its.22026 


military  personnel  of  both  genders  is  thus  a  significant  problem 

''‘sa'S*  ls2ud  with  a  wide  rang,  of 

probletus,  including  posttraum.tic  sttess 

mession,  and  substance  use  disorders  ’ 

,  rs  ^  r.  afe-Rpfit  1 097- Tiaden&Thoennes,  2006). 

l^Gsnick  Saunders,  &  iJest,  »  J  •  to 

Kesmcis,  ^  freatment  needs,  only  a  ininonty  (38%  to 

“ToiIa  -tr"  zi 

ScTm:  Imore  liilf  - -‘‘d- 

friend.,  family)  as  oppored  to  formal  ansfitance  Ulto 

ipgg.  2001),,Ua.a  J, ,, 

lr.Tlo03™TstS  have  deseribed  typical  patterns  of 

t;,;“rerentio„ordropo»tforSAviodmsrece,vmgs=r..ces 

in  naturalistic  settings.  f.,rv;Htatf)rs  of  nien- 

Tt  is  imnortant  to  identify  bamers  and  facilitators  or  ni 

tal  health  Lvice  use  among  SA  victims  to  faciUtate  treatment 

seeking.  Lack  of  access  to  care  or  medical  ^  ^  J ®  ^ 

9noS  Consistent  with  this  finding,  SA  victims  who  belong 
;:;^2^;::psorhaveless^»eado„».^^^^^^^^^^ 
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his.o„.  sjmptom  ».ertty,  ^ 

tively  associated  mth  mm  'j,  B„cldin,  2002;  Ziuaow 

o»  0dajWti.e  study  has  ideutiB  ji  bBtiots 

talkidg  “Ki,”'  2014),  Additioual studies 

®""“S^ex.S?hfCa”  ot  “hi,  toportau.  faetont, 

Tdi  as  knowledge  and  attitudes  towards  mental  health  treat 

"* “SmS  on  SA  .ietirns  h,  the  ™litar,  is  laet 

insa  sevefal  studies  have  identified  barriers  to  mental  health 

llTldgma  TbTpracto^^^^  'rthe 

va)  stigma,  w  F  hf  liefs  that  one  can  handle  the 

mental  health  ireatmen  ,  a  „i  90O8  2011'  Hoge 

pmblem  onesell  (selt-reh.nce;  Bolt  et  .1  2»  201  g_ 

r  smir-  Ld  - -'"hrr  a^ 

:ss.=rs£=-s=. 

bers  it  ts  h»P“”‘  “  Se  it  is  essential  to  investigate  the 
r  ■’rT' te  n  J  as  welui  barriers  and  faeiUnttors  of  care 
S  SA  Ss“  ith  lurtent  mental  health  needs.  Fnrthetmore, 
mseafch  snggests  thm  SA  vietitm  ZS 

tS’nramemmlS'nads  and  '“^Sactm 

bers  who  have  and  have  not  expenenced  SA.  An  “^nce 

iSrSSSf'HSSd 

=srsr==“i 

■EBSS.^BSt-z 

associated  with  treatment-seeldng  behavior. 

Method 

Participants  and  Procedure 

A  snivey  was  administered  to  active  doty  r.^TZZlfcs 
from  the  infantry  division  of  one  brigade.  The  soldters 


1  t-  ri  dflf-renort  surveys  in  garrison  9  months  following 
completed  self^r  p  •  a  of-  nni  9  Particioants  com- 

rhfir  brieade’s  deployment  in  August  2012.  Parti  p 

Seted  *e  surveys  in  a  classroom  facility,  with  a  maxiinum  of 

“  ^he'fitid’sampSncluded  927  soldiers  who ^ 

^dJn^d”sscreeLgpositiveforp^^^^^^^^^^ 

alcohol  problems.  Of  these  soldiers,  113 

‘"*“p"»ns  he^Ln  BA 

feLle  and  to  report  PTSD  symptoms,  depression  syrapto  , 
and  functional  impairment  (Table  1). 


Measures 

2-"=“SSB:rri 

E°n  American,  Asian/PaciBc  “rcamgCS 

Asianffaeiftc  Istader  "“ZXZvitcivT™  ednca.i™  m 

v'SiSirwrcmaS  m  reprLnt  whether  the 

?artidpm.  were  also  astedhow  man,  years  Bte,  h»i been  m 

care..,  indicate  S- o^SsC  »  S 
roTmm?rru“B,»KHC2my,Uta,Hs„, 


on  brh^t S 
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^  n  Characteristics  of  Soldiers  With  and  Without  Sexml  As_sauUH^ 

Comparisons  Between  Charact - - 

_ _ _  _ _ 1  ooc-onlt  (n  =113) 


Female  gender 
Race 
White 
Black 
Hispanic 
Other  race 
Age  (years) 

18-24 

25-39 

^40 

Enlisted  rank 
Deployed 
College  degree 
Combat  exposure 
Depression  symptoms 
PTSD  symptoms 
Alcohol  problems 
Functional  impairment 


^Significant  after  Bonferront  correction  (p  <  .007), 


V  1  7004)  assessed  forcible  assault:  “Sexual  assault 

&  Lombardo,  2004)  asse  type  of  sexual  act 

(rape,  attempted  rape,  f,  adapted  from  the 

through  force  or  threat  o  a  ),  1997)  assessed  in- 

Natioual  Women’s  .ere 

capacitated  assault.  to 

passed  out  from  *’f  ^^^^  <,ntrol  your  behavior,”  Approx- 
know  what  you  were  domg  ,  .  forcible  assault  history 

intately  81.4%  of  SA  vict.ms  assault  history, 

and  54.0%  of  participants  reported  P^^^^ 

Participants  were  al«o  aske^„  .,3  subtracted  from 

perienced  the  most  recent  even  . 

current  age  range  to  detemune  ^ 

.iuce  the  most  recent  assault  wasj-n 

end  of  the  age  range  for  m  ggjved  in  the  military,  par- 

number  of  years  th®  P^^^JP  experienced  a  sexual  assault 
ticipants  were  considered  to  have  experi 

during  their  tenure  in  the  roi  t^  ,  •  combat  was  assessed 

Exposure  to  Combat  Experiences  Scale 

using  the  mean  “I  ™  ™  ta,  been  used  in  sinnlm 

“=TbTSctoZ^Tct*ibers,Li.a,H^ 

&  Keane,  1993)  assessea  /  Mental  Disor- 

Sr(4^’Ttxttv.;  American  Psychiatric 


Association,  2000)  in  reference  to  P^^^^  ^.^^'^(Btoehard, 
has  demonstrated  good  1996),\esponse  op- 

Jones-Alexander,  5  ^’.xiremely.  Participants 

tions  ranged  from  1  —  no  _  „„hahle  PTSD  if  they  en- 
were  caiegoriad  as  pos.nve  P'““' "  „„ge,.tel,  or 
dorsed  a  pattern  of  syinp  om  criteria  (one  or  more 

above  in  conespoudence  with  ““  cArion  C,  and 

items  for  Cntenon  B,  a  total  score  on  all 

two  or  more  Items  f  A  total  score  was  also  used  as  a 

items  that  was  greater  than  50.  A  total  score  w 

continuous  variaWe  (a  ^  . 95). 

The  9'dem  Patient  H  ^jj^ther  participants  were 

Spitzer,  &  Williams,  200  )  ^  weeks, 

bothered  by  nine  depression  problems  made  it  diffi- 

”f*'“i“™5tota:rome,mgei.iongwUho.ber 

cult  to  work,  take  care  01  m  b  ^  ^p^ated  in  military  samples 

,e.  The  — spi"  =  no.  o. 

(Hoge  et  al.,  2004).  Kespo  y  endorsed  functional 

‘.S^’SSdtfls-eenin/p”'^^^ 

et  al.,  2001).  A  total  scorn  was  also  OTMed 
The  Two  tern  Conjoint  5““”  ^CS) 
alcohol  use  during  ^  Papasouliotis,  2001). 

sScfcc  gcoi — s 


.  noi  10t002/its  Pubh.bedonbehahoftheIntomaUonalSoci.ty  forTrainnaticSUe^^ 

Journal  ofTraumUic  Stress  DOI  10.t002/jts. 
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It  they  endoreed  at  leas,  ohe  ot  the  two  itema.  A  conttaooa 

:s.is  had 

“Z'f  tTot  a‘afno  5  =  alrmely.  tmd  »»»  •“■””»>  “ 
‘‘t«-Srit"ia?edb«iers 

.altaUSa»»ent-seekih£(Bnttetal,,2008.Kme»^^^^^^ 

tai  neaiui  i  support  for  a  9 

ted  to  eik  matmeat);  practical  batt.era  (c.g„ 

^  ujhprp  to  cototteimenlalhealtblTeatment),  neg 

1  do  not  know  where  to  go  g  . ,  o  talking  about  my 

alive  beliefs  about  treatment  (e.g.,  The  idea  ^  ®  dication 

=5S1=-3=-- 

health  problem),  positiv  support  for 

/  ,»  Mfntal  health  treatments  work),  ana  socwi  yv 
(e.g..  Mental  neaiu  ,  .  would  encourage 

options  ranged  from  i  r  * 

seek  treatment.”  Response  options  ranged  from 

had  received  specific  types  of  P^cipaL  were 

dividual  therapy,  group  therapy).  In  ^d^tdon  pamc  pan  ^ 

whether  they  were  currently  receiving  treatment 

:^S=2£S“=S 

feiisiii 


T  rt-  Cp  cr  friend  or  family  member)  about  a  stress, 

mal  support  (e.g.,  tnena  or  y  months. 

u2Sonline.  hotk  and  self-help  resources  was 

also  assessed. 


Data  Analysis 

.  2  rtri  tinaivses  of  Variance  examined  demographic 

,‘lTtaSbewc.n  SA.hd  hoa-SA  groups  wid, 
‘°‘’»rhealth^wobleras  Multivariate  logistic  regrossiou  and 

isHsassS 

s==5SSi^; 

^^'^k  '^ril  SA  victhns  To  minimize  familywise  error,  groups 

iH=HS5=5= 

to  conduct  these  analyses. 


Results 

,1  so  in  —  67)  of  SA  victims  and  47.9%  of 
Approximately  593%  («  tal  health  problem 

mmmi 

—  1  53  95%  confidence  interval  [0.93,  „ 

;„dal  luntbc.  o(  mcuta,  health  viri.s  for  the  SA  S|»;;P  was « 

(35,8%),  followed  by  1-2  jid  „ol  sigoifi. 

and  12  or  more  visits  (18.8%).  J  ne  o/v  gio  p  ,  n 

1  dtrietfoo^foenowS^ 
fe;Sb7ubc;  Ved  ot  dropped  out  of  tteatmeut  before 

"moS  »«?«k».s  (80.0%)  had  received  individual 
,heTpya„ddO.O%bad„rib^— 

msm^m 

and  mental  health  symptoms  and  correcting  for  familywise  err 

‘^me“miwt!f  3  partielpanrs  (87.6*  of  SA  and  77.7%  of 
tSLg  wntJtment  seekers)  had  sought  m  formal 

r3u[^3h3I™r— 

on  informal  help  seeking  (Table  2). 


parncipain-c'  — 
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Sexual  Assault: 


Treatment  Barriers  and  Facilitators 


Percentage  of  Mental  Bealtli^ _ — No^nal 


Variable 

Dropped  out 
Type  of  service 

Individual  therapy/counseling 

Medication 

Assessment  session 

Marital/family 

Group 

AlcohoUsubstance  use 
Telehealth 

Alternative  or  holistic 
Inpatient 

Internet-based  therapy 
Location 

Military  BH  cbnic 
Other  military  clinic 
Chaplain  or  spiritual  advisor 
Primary  care 

MH  prof  at  civilian  facility 
Informal  help-seeking 
Romantic  partner 
Friendyfamily  member 
Unit  member 
Unit  leader 

Spiritual  leader/chaplain 

Online  resources 
Hotline 

Self-help  books 


Sexual  assault 
(n  =  67) 


80.0 

40.0 

38.5 
28.8 

18.5 
15.4 

7.7 

7.8 
4.6 
4.6 

63.1 

56.7 

32.3 
23.9 
20.0 

75.4 

81.3 
63.1 
35.9 

33.3 

30.3 
9.1 
18.5 


No  sexual 
assault 
(ji  =  390) 

25.0 

58.5 

29.6 
26.0 
28.4 
15.9 
14.8 

7.3 

3.9 

4.4 

2.9 

44.6 

42.3 

18.4 

13.6 

14.9 

73.4 

70.9 
54.2 

37.5 

19.7 

24.5 
4.9 

12.7 


1.89 


1.74 

1.26 

1.26 

1.18 

1.19 

1.97 

1.02 

1.61 

2.05* 

1.67 

2.50* 

1.70 

1.42 

1.14 

1.30 

1,40 

0.98 

1.60 

1.07 

1.29 

1.09 


riuui>—  10, j  ^ _ _ 

Self-help  books  ^ _ _ _ 

- - - — — ""T^^TpTSI^mptoms.  depression  symptoms,  anu 

behavioral  health. 


95%  Cl 
[0.88, 4.03] 

[0,99,  4.43] 
[0.73,  3.12] 
[0.85,3.58] 
[0,62, 2.57] 
[0.53.3.01] 
[0.50,  2.82] 
[0.35,  4.08] 
[0.52,7.45] 
[0.20,  5.12] 
[0.31,8.40] 

[1.05,3.99] 
[0.88,3.18] 
[1,22,  5.12] 
[0.78,  3.69] 
[0.62,  3,35] 

[0.53,  2.44] 
[0.58,2.88] 
[0.72,  2.71] 
[0.49, 1.96] 
[0.78,  3.25] 
[0.51,  2.21] 
[0.36,  4.69] 
[0.45,  2.66] 

=  rnental  health;  BH  = 


*p  <  .05. 

Ti.  mos.  higai, 

stigma,  negative  a  |ne  than  baniers  (TaW®  t). 

ers.  FaciUtators  were  rated  mo  ^ influential  facilita- 
Widun  treatment  perceptions  that 

tors  related  to  knowmg  ^  and  social  support 

treatment  is  helpful,  function  P  ^  group  did 

(Table  4).  ANCOVA  "taS^era  and  fae.litatots, 

not  differ  from  the  non-  ^  ^  -  aBonferroni  correc- 

after  adjusting  for  covanates  and  applying 

tion  (p  <  -005;  Tables  3  an  .  ^  6ve  models 

Table  5  describes  Ihe  logishc  ^S^^ent  seeking.  These 
examining  the  Black  race,  Hispanic  ethnic- 

multivariate  models  ositive  beliefs  about 

“fritter lle^eSe  wei.  negabv.l,  associated 


, ;  „  Tn  the  finai  multivariate  model.  Black 
with  treatment  ^ere  positively  associated 

race  and  social  support  for  negatively  asso- 

with  treatment-seeking,  and  ^  ^48,  p  <  .001; 

dated  with  treatment-seefcmg  (final  model R  ■  ,P 

Table  5). 


Discussion 

0,1,  Miogs  indicated  .bat 

nms  wilb  consistent  with  prior  find- 

during  the  past  year.  u„tvveen  mental  health  needs  and 

ings  (CampbeU  et  al,  2001;  Zinzow 

treatment  seekmg  m  SA  victim  t  .,.^„,n,ent-seekmg  patterns 

et  .1.,  MS),  utd.  " 

i^.?(Lr.fC«i»nen.compleho„.We£ou„dd,ate^ 


of  ««b.»»«l»>lS.™iyfS.rTr.w»«rS«“ 
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Barriers 

Differential  treatment  stigma 

Negative  medication  beliefs  ^ 

Practical  barriers  0.86 

Self-reliance  0.68 

Negative  treatment  beliefs  q 

Career  concerns  ■  0.63 

Stigma  of  seeking  treatment 

Facilitators  0.73 

Positive  beliefs  re:  treatment 

Social  support  for  treatment 


Social  support  for  treatment _ - - __ - covanaies 

Range  of  all  variables  —  1-5. 

*p  <  .05. 


participants  did  “aV^lnTc^S^n"  rf 

SroJtant  .0  understand  btnriers  and 

Stntors  of  Matmint-seekingbehavlo,  to  ensure  that 

"“rTost  ‘S“y“‘.edt:„ient  in  our  sampie  included  diP 
faentitd  treatment  sdgma, 

Te  bjrand 

^“0^ 'neajent  and  supped  tron. others  ailo.ed 


srhr— -e;— rp'ariss 


Tabled  ,  ,.  „  . ,-  .„„,,s  „..a  Wirl.o,.,  Sernul  AWt  Hi^ory  cn  F,cilim,on-cfTrea^^ 

cemurisour  BeO,ee„  Treu,..eu.-S;gm£gg;:^^ - 

-  Sexual  assault  (n  =  4 1;  —  - 


Variable 

Knew  where  to  get  treatment 
Perceived  treatment  as  helpful 
Treatment  is  taking  care  of  myself 
Spouse/family  encourapd  treatment 
Problems  interfering  with  life 
Leaders  allowed  time  off  for  treatment 
Leaders  support  seeking  treatment 
Schedule  is  flexible  for  treatment 
Soldier/friend  encouraged  treatment 
Leaders  showed  where  obtain  treatment 
Command-referred  for  treatment 


M 


2.88 

2.80 

2.76 

2.02 


1.24 

1.20 

1.27 

1.36 

1.41 

1.29 

1.32 

1.43 

1.39 

1.31 


2.62 

2.59 


2.60 

1.98 

1.70 


1.22 

1.21 

1.26 

1.26 

1.26 

1.28 

1.30 


1.26 


0.31 

0.23 

0.24 

0.31 

0.19 

0.09 

0.30 

0.03 

-0.07 


Range  of  all  variables  = 


295 


Sexual  Assault:  Treatuaent  Barriers  and  FacBitators 


Table  5 


Age  (years) 

18-24 

25-39 

>40 

Female 

Race/etbnicity 

White 

Black 

Hispanic 

Other 

College  degree 

Enlisted 

Deployed 

Combat  exposure  mean 
Sexual  assault  during  miUtary 

Depression  total 
PTSD  total  score 
Alcohol  problems  total  score 
Functional  impairment 

Treatment-seekers  stigmatized 
Differential  treatment  stigma 
Career  stigma 

Negative  beliefs  of  treatment 
Negative  beliefs  of  meds 
Self-reliance 

Positive  beliefs  about  treatment 

Practical  barriers 

Social  support  for  treatment 


1.92 

0.18 

0.25 


7.57* 

11.83* 

0.66 

0.75 

0.27 

1.25 

0.40 

4.34 


434*  1 1.1 

Model  2:  Mental  Health:  =  -08  (n  =  81) 

0  95  [0.87,  1.04] 

0  98  [0.93, 1.021 

108  [0.57,2.03] 

109  [0.91,1.30] 

Models;  Stigma: /?-  =  .17  (n  =  113) 

0.43’ 

0.67 
0.92 


[0.47,  7.84] 

[0.00, 11.42] 

[0.06, 1.08] 

[1.49,38.35] 

[1.40, 100.05] 

[0.03, 12.88] 

[0.12,  4.61] 

[0.01,  10.31] 

[0.28, 5.52] 

4.74* 

4.36 

1.13 

[1.10,  20.41] 
[0.64,  29.74] 
[0.22,  5.78] 

[0.14,  1.16] 

[1.17, 16.06] 

2.64 

[0.81,  8.56] 

[0.22,0.81] 
[0.43,  1.06] 
[0.57, 1.50] 


0.40 


Model  4;  Treatment  attitudes;  R  —  .2/ 

[0.44,  2.11] 
[0.34,  1.29] 
[0.26,  0.87] 
[1.04,4.74] 


(n  =  113) 


0.96 

0.66 

0.47* 

2.22* 


2  'll  **  { 

Model  5;  Support  for  treatment;  R  =  .U  I"  ^ 

0.86  1-40J 

,  75*  [1.08,  2.86] 


=  113) 


0.37* 

2.06 


2.14* 


[0.15, 1.04] 


[0.17,0.81] 
[0.80,  5.30] 


[1.12,  4.08] 


<  .05.  **p  <  -01  ■ 

j  pt  al  2013).  Furthermore,  we  have 


hav.pa«l, 

tSs"Sdy  included  positive  beliefs  about  treatment,  such  as 
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^  A  ^  HpTitlv  associated  with  treatment  seeking.  Our  findmgs 
‘::^?„™t2Sap“ti:us  3,«dy.  howev.,  .ha.  found  Bl.ct 

„ce  .0  b.  posi.i.el,  asaod..^  wi*  Ph*«P 

/T"  ^,1,  RpQTiick  Barr  Danielson,  &  Kilpaincit,  > 

Mppflf:  The  oositive  association  between  SA  E  i  j 
“t?ud  — .  Boelibg  could  P0.».iall,  b.  explaj«d 
rJI  Sma  recency  and  increased  treatment  needs  among  these 

Surphslugly,  ™...l 

^.‘Sy  iui  L  observed  discrepancy  be.we.u  meed 

sssihIs 

5rHSs?“s:.E"-» 

could  assis.  in  reducing  pracucal  barriers  and  sugm.  as.oc.a.ed 

inewe  cross-see, locl,  sen. 

report  desigo,  which  reshics  cauarl  interpretations  “d  in  rm 

ueSi  »  S  iarger  military  popnlarion.  We  did  no,  asses 

»£SE=3lS5rl 

^srS^to  one.  Furihermore,  menorl  health  W'"™  jere 
not  tied  to  the  SA  experience  amd  it  P "^yem. 

Th'e“Sd“«"f  “  vichms,  pariienlarly  tho. 

CSKSSIK 

between  SA,  barriers,  and  facilitators,  and  treatment  seeking. 


Finally,  our  study  did  not  assess  the  type 

(e  E  Lgnitive-bebavioral).  An  important  area  for  farther 

L^ation  is  to  determine  whether  treatment  protocols  affect 

^tSsSis^ihaveseve 

search  and  intervention.  For  service  members  with  bA  in  D 
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Abstract 

along  with  measnxes  of  mental  health  symptoms  and  treatment  seehmg.  Conftrmatory 

a„a,ysesptoyldedsnppodfora.ne.faetormode.nnder.yt^^ 

„,osstonslndleated.ha.amongso.dlets«hoentrent.y« 

a,mdesto«ma  — andaprefereneeforself-rehaneedl^^^^^^^^^^^ 

received  treatment  from  those  considering  treatment.  A  larger  g 

1  tra  The  discussion  focuses  on  the  importance  ot 

banters  being  the  strongest  and  unique  eorrelate.  The  dtsenssto 

«bat  orgaMzations  can  do  to  faciU.ate  treatment  seeking  among  employees. 

litftrv  mental  health  treatment,  Stigma, 

Keywords:  treatment  seeking,  higlt  stress  occupattons.  mtlttary,  m 
self-reliance 
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Determinants  otMental  Health  Treahnen,  Seeldng  Among 
Soldiers  who  Reeognize  They  have  a  Problem 

Employees  ronranyorgani^tions  are  faeedwithhrghlevelsofsteessthathave^ 

potential  to  create  mental  health  problems,  yet  ntany  employees  in  those  organteatrons  do  not 

.eehtreatmentwhenneeded.lnthepresentresearehweccndnctade.arledanaystso  ^ 

,_mantsol_tsee.ngamor,gaetlvedntysold^ 

extent  to  which  these  determinants  distinguish  soldiers  who  eonsrder  and  receive 

.ddi.io„,weaddresstheexte„tt„whiehthedetermman.soTtr=atmentseehingmt^^ 

extendtotreatmentseehingamongemployeeslnotherhighstressoeenpations 

Xhepotentrallorexposmetotraumaticstressorsexistshrmanyoceupat^ 

military  personnel  deployed  in  support  of  eombat  operations,  police  officers  mvolved 

hostagenegoUatiomandfnstresponderssnchasfirefightersandmedicalpersomie, beings  ^ 

different  emergencies.  Brih  and  McFadden  (2012)  reviewed  evidence  indicating  the  inci  ence  o 

mentalhealthproblemsamongemployeesworhinginthesetypesofhighlysfi^^^^^^ 

Higher  thanthe  incidence  of  such  problems  in  employees  not  worlang  under  these  typ 

eonditions.Porexample,mihtaDP— laremorehhelytodevelopment^^^^^^^^^ 

.eyareexposedtohigherlevelsofeomba.(Hogeetal.,2004,CastroandAd.er(  ) 

mportedthattheincidenceofsomeformofmentalhe.thproblem(i.e.Post— 

Aoo/  for  those  military  personnel  who  spent  more  tlian 

levels  of  combat  exposure. 

,additiontomilitarypersomiel,mentalheal.problemsarepronounced.nan™^^^^^ 

.dditionaloccupationswhereemployeesareexposedtopotentlafiy  — 
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^  WHght,  1999),  and  wa,  ccespondenls  (Peinstein.  0«en,  d.  Blan,  2002). 

« it  it  weU-tecognized  that  adverse  work  eonditions  have  dre  potenUa,  to  crea  e 

.enta.hea,.hproh.ernsanron.e.p.c,ees,snrprisin..^ 

aeteonines  whether  employees  ,t  treatmerr,  ter  these  prohients.  A  s.aU  hod,  of  researc  on 

ernpioyee  assistance  pre.ra.ns  (EAPs)  addresses  rnenta,  healdt  reso^^^ 

■  ,•  „S  hut  less  is  known  about  what  influences  whether  employees 

employees  in  certain  orgamzattons,  but  less  is  Know 

eho„semu.i,,zetheseresonrces(Cooper,Dewe,.O'Drise„U,2011)dn  addition, the  end.  ^ 

premise  of  EAPs  is  that  it  is  the  employee,  responsibility  to  take  advantage  of  programs  that  me 
ntfered,  and  that  the  use  of  these  programs  reflects  a  tertiary  level  of  prevention,  affecting  t  e 
relatively  few  employees  who  M  to  cope  with  occupational  demands.  In  most  occupations, 

smtisticsregardbrgthepercentageofemployeeswhoseekmentalhealdi  — 

available.  Preneh,Boman,Dun.ap,andSteele(1997)foundthatll%ofd.eirs^^^^ 

,.Pattheirworkplace.However,onedifficul.ywi.hthistypeofresearchisthatM 

wha,percentageotemployeeswitldnagivenorganizationhaveamenta.healthproble^ 

thereforeitisdifflculttoestimatethepereentageofthosewithaproblemwhod^ 

treamient.  Furthermore,  it  is  possible  that  employees  may  get  heatment  outside  of  forma 

BrittandMcFadden(2012)mgueddiatthereceiptofneededmentalheal.htreatmen.by 

..ployeeses.s.tohighlyshessfuleventsatworkistheresponsib.li.^ 

its  leaders.  However,  it  organizations  are  going  to  facilitate  employees  seeking  ne^ed  menta 
health  treatment,  the  factors  that  are  related  to  treatment  seeking  m  these  occupations 
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1  Unapetal  (2004)  found  that  among  active 

cental  health  problems  seek  treatment.  For  example.  Hoge  e  .  ( 

an..,r.l.tar.per.rme.,hetween.3a..40«/.repohehseehnrg  — 

,mh,e..t.Krm,Tho.nas, Wllh,Castro,anaHoge.010)Fomt.^ 

.oldiers  who  reported  seeMng  treamrent  were  between  13  and  27%. 

order  to  understand  why  mrlitary  personnel,  as  well  as  other  employees  m  rg 
occupations,  do  not  get  treatment,  it  is  worth  considering  treatment  seeking  as  a  b^-or. 

Wore,theoreticalmodelsFocnsedonunderstandir,gwhatprediets.ndi^^^^^ 

.houldapplyto.ebehaeiorottreatmentsee.ng.BrrrtandMeFadden(2012)exammed^ 

,  .  cppR-Azien  1985)  as  an  organizing  ftamework  for  understanding 
Tlreory  of  Pl-ed  Behavior  (fPB,  At  ,  ,,oss  occupations.  According  to 

r, re  determinants  of  treatment  seeking  among  employees  ,n  high  stress  oc 

,eTPB  whedrerannrdtvidualwrllengageinabehavior  is  deter, ninedbythehatm^^^  s 

:leh:v,or,theviewsofothersrmportanttothemdivrdualregard..^ 

norms),  and  the  perceived  control  the  individual  has  over  the  behavror.  Figure  1  p 

overalldescriptrvemodelforhowvanousfactorsrelatetooneofthesetbaeeprrm^ 

components,  which  should  relate  to  treatment  seeking. 

,additiontousingtheTPBtounderstandtrea.men,seek.nginh.ghshessoccupar  , 

„,ure,alsohighlightsacomponentoftheHealdrBehefModel(Koseust„ck,S^^^^^^^^^ 

V  a  to  understand  when  individuals  will  engage  m  certain 

Becker,  1988),  which  has  been  used  to  understand 

■  s  F  for  different  problems.  According  to  this 

health-promotingbehaviors.  such  as  getting  trea 

r„odei,oneim.rmntfaetornote„ns.deredbydreTPBistheseverityofthesymptomsf^^^^^ 

.lntheeontex.ofmen.a,healthsymptoms,iftheses^^^^^^^^^ 

severe  by  the  employee  and  impairing  his  or  her  funetromng,  treatment  se  g 


likely. 
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„ea.e„UUs..po..no.ec„...e.e,oc.30.ana.p^^^^^ 

„ea»e„U.a  ac... 

MoaaHeve, oped  by  ProctasKa  aad  mae^eate  a9S2),  When 

0banse..be„,Wea(ae.,e.„ea^eaO0.a.e„.bea,.p.b.e.),^ 

stages  in  hnplementtog  change.  In  ,he  pre-con, e.pla, ion  siage.  the  mdtvtdual  ts  no 

,aeptob,e..WhenindWidna.achnowIedgeaptob.ctn(,.e.,ha^^ 

.eyptogtesatoastageoP— n«n«.-ete^  ' 

problent  (i.e.  consider  getting  otenM  health  treatnrent).  The  final  stage  tn  the  nto  e  ts  ac  ton^ 
where  the  individual  is  working  on  the  problem  (i.e.  actually  reee.vmg  mental  health 

„e,tnthepresentsmdy«ee.antined.elactorsthatd.sttngu, 

hadnotsoughttreatmenthutwereconsideringtreatntent, and  between  soldterswow 

consideringtreatmentandhadacmallyreceivedtreatment. 

In  investigating  why  military  personnel  do  not  seek  mental  health  frea  men  ’ 

■  t  H  with  seeking  treatment,  and  operational  bamers  that 

research  focused  on  the  stigma  associated  with  s 

,  (Britt  2000’  Hoge  et  al.,  2004).  In  terms  of  stigma,  most 

exist  in  a  high  workload  environment  (Britt,  2  ,  g 

.  |_1 ...  .i,  .1  -K- 

problems  may  be  Viewed  as  a  Sign  o 

(Britt  2000-  Hoge  et  al.,  2004).  Employees  involved  in  high  stress  oecnpations  sue  a 
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admitung  one  has  a  mental  health  problem  resulting  tan  exposure  to  work  demand^.s  d.fBcul 

^el  and  seeking  treatment  for  these  problems  may  be  even  more  .  ten  . 

know  how  to  aeeess  mental  health  treatment,  or  believe  they  are  unltkely  to  fit  tteatm 

.ready  busy  sohedule(Brihet..,.OOa;Hogee.al.,ZOCd,Mthoughthe.^ 

n  Ttarv  the,  may  also  exist  among  employees  mother 

detenninants  are  magnified  m  the  miU  ry,  doctors)  or  who  ate 

__,orexamples,employeeswhoworklonghonrsCe.g.ao^^^^^^^^^^^^^ 

dded  within  highly  cohesive,  time-synchronized  units  (e.g.,  po  ice, 

::ri, ^ 

military  personnel.  Kim.  Bnt,  deal  with  mental  health  problems  on 

negativeattitudestowardtreatmentandapreferencetodealw 

,  „i,h  a  mental  health  problem  who  did  not  seek 

one’s  own  best  distinguished  milita^personcelwifli  a  men 

T  nrtfintlv  negative  attitudes  towards  mental 

vnihit  anreference  for  managing  problems 

otheremployeesinhighstressoceupationsmayexhtbitaprefer 

,  ■  ,  on  mental  health  professionals  (Adler,  Britt.  Krm,  Riviere.  & 

themselves, ratherthanrelying  — 

Thomas,  2015).  Of  course,  utilizing  one  s  o 


Determinants  of  treatment  seeking  8 
t  d  bv  stressors  at  work  is  an  appropriate  first  step  toward  resolving  the 

health  problems  created  by  stresso 

nloyees  may  need  to  seek  mental  health  treatment  from  a  professron 
problem.  However,  employees  m  y 

.benfi.e.rownattemptstoaddresstheproblemarenotproymgeffeetrye(e.g. 

improyeorstantoaffeetotherpeopleclosetotheemployee). 

.„,preyronsresearehwithmihtarypersomrelhase— pere^^^^ 

operationalbarrrers,atfimdestowardmentalhealthtreahnent,andapre.^^^^^ 

._.atmaybetmponanttndetenn.mngwhethermdiv.^^^^ 

.  dt.  Based  on  the  results  of  these  studies,  the  authors  reoommende 

1,  1+h  treatment  on  active  duty.  Basea  o 

,  easuresassessingnegatiyeviewsofpsycho.ropiemedication.pos.hve 

“old  Ill  health  treaunent  and  professionals,  soc.al  support  for  heatment  seeking 

r  Kotb  existing  measures  of  determinants  of  treatmen 

In  the  present  rematch,  we  used  both  ex.st.ng  ,  ,  „013i 

..ogand^sogenerateditemstoassessthed— reeonunended 

.oexaminemen.alhe..hsymptomsandtreatmentseekinginalargesampleofm.,  y 

IOurgoalsweretoassessthennder.yingfac.orstruetmeof«.emoreco^^^^^^^^^^^ 

;::itemsa„dassessw.chfaetorsdis.h.gmshedthosesol^ 

3eekingme„mlhealtht,eatmentftom.hosewhodidnot.0neadd.honaleo^^^^^^ 

presen.studyinvolvesanexam.nationofthesefactorsw.thinasamp.^ 
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J  u  beliefs  about  mental  health  treatmen  v 

beparticuWy.nflu.nce  ,  ,^.„^,„„,,efe„con.emplaflug  the  receipt  of 

effective  or  ineffective),  flr  contrast,  for  sol  ^ 

neatment  to  acmally  getting  treatment,  they  must  “ 

correlates  of  considering  and 

,,  eethe  mental  health  symptoms  of  post-traumatic  stress 
of  the  problem,  as  we  ^ 

—-“rr— 

Method 


Participants  p^st.  Of 
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,  ,,e  (90%)  and  white  (63%).  Most  soldiers  were  between  the 

The  majority  ofthe  samp  e  was  m  ,,  tad  been  in  the  military  on 

of  20  and  24  (46%)  or  25  and  29  (27%).  Soldiers  tn  the  sample  had 

ages  of  20  and  2  ™„e  lunior  enUsted  (69%)  or  non¬ 

average  for  5  years  (®  -  5.55).  Most  soldiers  surveyed  weret 

commissioned  officers  (NCOs;  24«/.).  and  7%  were  officers. 

Procedure  ..tili/ation  of  mental  health 

yrsnrveydesignedtonnderstandsoldterpercephonsanduttlmahon 

f  dutv  soldiers.  Tlie  assessment  took  place  over  five 
services  was  admimstered  to  ac  ^  ^ 

"y^'— "Lta^rmypostwi.^ 

soldiers  arrived  to  a  classroom  act 

to  admimster  the  survey.  „„tadsman  was  present  at  each 

3oldierswereg,venan.nformation.letterahouttheprot  . 

.  soldiers  had  regarding  their  participation.  Soldiers 

^“""“““''“"ll^ywhethertheyagreedtohavethen 

"”^“trslda,s„choosenottorespondtoa„yof,hes^^^ 

purposes.  Soldi  received  oversight 

, .  „  nemson University’s  Institutional  Review  Bo  , 

was  approved  by  ^  ^  Material 

IK  the  Office  of  Research  Protection  at  th 

approval  by  the  Ott  oredictors  of  treatment 

.  1  (901 5)  used  the  present  data  set  to  examine  the  predic 

Command.  Zinzowet  ah,  (  )  History  of  sexual  assault, 

1  f  soldiers  (N  =  1 1 3)  indicating  a  prior  history  ot  sexu 

H-  ,r  In  order  to  develop  a  thorough  assessment  ofthe 

•  nf  treatment  seeking.  In  oraeruu 
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•  1  niihlished  studies  on  the  determinants  of  treatment 

First  we  used  27  items  taken  from  previous  y  p 

el  lAdler  et  al  2015;  Britt  et  ak,  2008;  Hoge  et  al,  2004,  Kim 

^  ,On).Theseitemsassessed,.-c.V...r/^«(e.g.Gemngmen 

.  .oe«tag»e„..heal.,— 

,  ia„„„ttaowwh«e.ogotogatn,en,a,haald,„ea.aent;My 

operatioml  barriers  to  care  (e.g. 

problems  during  therapy  mate  me  uncomfortable),  aad 

In  addition,  we  generated  21  new  items 

t  1  omit  The  new  items  addressed 

uualitative  research  wifli  utility  P-onneUZtnzow  e.  al.,  2013).  Th 

^  ^  ^  ^  ,  .  ,  r-^A/eim^fe  e.  The  medications 

vith  the  use  of  medication  to  meat  psycho  ogica  p 
concerns  w.rt  tbe  o/  ^ 

nreseribed  by  mental  health  providers  are  usually  add.et.ve. 

^  f-  to  nf  <;nldiers  M’ho  seek  ti'eatment  ip-g- 

treat  a  mental  health  problem),  stigmatizing  percep  wn 

someone  has  a  mental  health  problem,  seekmg  treatmen 
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Se.f-r.por.ed  „.eo.al  Uea.th  problem  and  treatmen.  seeMn*.  All  participants 

a  d  to  a  self-report  item  asMnr^Ate  you  cnnently  cxperieneing  a  stres.  ^ 

responded  to  a  P 

alcohol,  or  family  relate  pro  ^  ^ 

echo  responded  “Yes”  to  the  dueshon  were  as  e 

.omno.a.al.seeerea)toveryserere.).So.d.erswerelso.he^^ 

.ettin.— tfortheprohlem,widrresponseopuonso  ’  ^ 

...  lam  receiving  treatment.”  Another  section  of  the  s 

treatment,”  an  yes,  ^  a,e  type  of  mental  health  treatment  received. 

iccationofthementalhealthtreatmentandth 

^r  c  rrf  =  9D  were  assessed  usmg  the  9 

Depression  symptoms  (a  •  )  were 

O',  Kroenke  and  Williams  (1999).  Particpants  were 
•  rPHOl  developed  by  Spitzer,  Kroenke,  an 

Questionnaire  (  Q)  ,  in  the  last  two  weeks.  Response 

J.d  .W  ‘O*' 

P„,,-Tranmatie  Stress  Disorder  (PTSO)symp 

.  Keane  1999).  The  items  reflected  reaction 

„,.„„SDChcc«rst(PCU  weathers, flnscio,.^^^ 

that  soldiers  sometimes  experience  followmg  P  y 

f  PT9D  Soldiers  were  asked  to 

the  DSM-IV  symptoms  otPTSD. 

,hbvanyottheptovidedsymptcms.Asample..emwas.  Repeam 

the  past  month  by  any  Responses  were  on  a  five-point  scale 

rartiTP  Stressful  experience  .  Kesponse^  w 
memories,  thoughts,  or  images  of  the  slresstu 

ranging  from  not  at  all  (1)  to  extremely  (5). 
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Miles  " 

-i: 

.•  ,1,r,  (Bliese  Wright.  Adte.  Hoge.  &  Piaynet .  2005,  Santiag 

disorders  (Bhese,  ,„Hn  the  past  foor  weeks.  K  *ey  responded  yes.drey 

were  first  asked  if  they  had  consmned  alcohol 

j  tn  cut  down  on  your  drinking '  ano 

were  farther  asked,  “Have  yea  felt  you  wasted  or  needed  to 

-Have  you  used  alcohol  more  than  you  meant  to?” 

.  gOlwasassessedwdththreeitemsadaptedfromSheehan 

Functional  impairment  (a 

1  rsri  m  reference  to  the  past  four  weeks, 

Hame„-Sheehan.a„dBaK10%).--P----  ,,,y  to  do  yom  primary  rmlharytoh, 

.owmachsuessoremotionalprohlemshadilirnttedyoar 

d.s™ptedyours„cialhfe,anddrsraptedyourfa.nily,ife/homeresponsthr 

wereona5-po.„.scalera„gingfromno.a..l(l)toextremely(5). 

,den.mcationofSo,dierswithaMen,a.Hea..hProb.em 

.totalofd.so,d.ersself.reportedacurrentprohlem,wi.theaveragerafin^ 

.  K  ■  3  87  (®  =  1  84).  In  order  to  examine  the  relationship  between 

problem  seventy  be, ng  3.87  (®  )  ^  percentage  of 

,eoognifionofaproblemanddta^os.s  or  t  =r  ,„d alcohol 

nSM-IV  symptom  criteria  on  their  responses  to  the  PCL  (rnclud. 

avoidance  sy  p  For  a  soldier 

,,™„edcontinuousresponses)of50orhg  (N 

,0  be  consider^  as  experiencing  Major  Depress.ve  Dtsorder,  th  y 

.^.ptomsonthePHQformorethanhalfofdtedaysdurrngthepasttwoweeksandr 
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w  28%  also  screened  positive  for  PTSD,  28 /o  also  sc 

Of  ,h.  466  soldiers  who  had  reported  a  eurreot  problem,  19U  ) 

01  the  400  bui  ,41  nc  mo/o)  were  receiving 

1,1  161  (35%)  were  considering  treatment,  an 

treatment  for  the  pro 

treatment.  Among  t  ose  w  ^  ^ 

professional  ^  ^  (6  /o) 

menml  health  pro  es  therapy  or  counseling  (84^ 

facility  The  most  common  typ  riv('95%l 

irwhoalsoora— recei.dmedtcation4orapro 

or  marital  or  family  therapy  (3r/o). 

Results 

•  the  Determinants  of  Treatment  Seeking  Items 
conflrmaton-  Factor  Ana  ysts  on  ^  ^ 

A  series  of  confirmatory  factor  analyses  (CFA)  were 

■  how  well  the  hypothesized  eight-factor  structure  fits  the  eovanances  among 

2006)  to  examine  how  well  ,,,,, he  data  file  was  randomly  split  into  two 

thettems.Aspl.t.sampleapptoaehwasnsed,wheteth 

groups.  Onr  proposed  eight-factor  structure  was  exammed  wrth 
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r.„a,bestMn.n,ode.«ast.enapp,ied.otheseoo.ds^p.etod— 

estimation  methods  were  used  due  to  high  multivariate  tortosis,  as  md.cated  by  Mar  ra  s 

rT  rT  fnr  iTiore  reliable  estimates  when  data  is  non 
eoeffreient  Sueh  robust  methods  are  recommended  for  more 

„orma,,fu,Berttier,.Ktmo,i9.a;Cunan,West.hinc.i.%,.Exp.^^^^^^^ 

(EM)  imputation  wasusedtohandiemissing  data;  however.m.ssingdatawereonly.^^^^^^ 

,er.re.pan.swhowerentissi„giessthan.0.ofresponses.Tweivep.^^^^^^^^ 

of  responses,  resulting  in  a  final  sample 
from  analyses  because  they  were  missrng  more  than  50/.  of  respo 

of  1  713  for  the  factor  analyses. 

’  using  the  frrst  random  half  of  the  sample  856).  the  hypothesized  eight-factor 

„  was  tested.  An  initial  test  of  the  model  rndicted  marginal  fttto  the  data,  SBx^(1052)  ^ 

314375p<.01,CH=.83,~=.05[90%CI;(.046..050),.Toimprovethef..ofthe 

„odel,«or,oadrngsandresultsofthehagrangeMu.tiplier(LM)testwereez™^^^^^ 

Eemsloadedlessthan.dOonthenrespectivefactorandwerethereforeremovedho^ 

enalyses.No.eoneadditionalitem.oaded,39,butrernovingthatitemwoul^^ 

Vent  Results  of  the  LM  test  also  revealed  six  items  that  eross-loade 
factor.  Thus,  the  item  was  kept.  Results  oi 

1  Pleven  error  covariances  suggested  by  tne 

onto  another  factor.  These  items  were  also  removed.  Eleven 

EMtes.toimprovemodelfrtwerea,soaddedforitemswithinthesamefactor«shm^ 

,n,.laritytnwording(seeMaeCallum,Roznows.,.Necowitz,1992, 

3.mtlari.emsw.ti.intheoperat.onalbarrrersfaetor,.twouldbediff.^ 

work  for  mental  health  treatment  and  “My  workload  does  not  allow  tune  for  menta  e 
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data  CFl  =  .94,  RMSEA  =  .033  [90%  Cl;  (.030,  .035)]. 

’  A,.ou^t0e0,pot.estae0e.0t-«ott„o0e(.^^^^^^ 

led  the  possibility  that  items  on  the  perceived  stigma  factor  mig 

analysisoftheLMtestrevealedtheposs  lM  test  revealed  that 

better  represented  by  two  factors.  Suggested 

threeitemsontheperceivedstigmafactormightrepresentasepar  .  ^ 

a  all  targeted  toward  career-related  stigma  (e.g.  Getting  menta 

of  these  items  revealed  they  were  all  targeted  tow 

healdttmatme„.won.dhmfmychancesofgettingpromoted;Oett,ngme„.alheal.^ 

.ou,d,eadtomegehingd.schmged),whereastheotheritemson.eperceiv.^ 

.erefocusedondifferentialtreatmentasaresnltofseehiug.^^^^^^ 

oa  ■  „e  if  I  received  mental  health  treatment;  I  would  be  seen  as  weak 

might  have  less  confidence  in  me  i . 

if  I  received  mental  health  treatment). 

•  fetrtnr  model  was  tested  where 
Given  this  potentially  important  distinction,  a  nme-fac 

a  aiffprential  treatment  stigma.  The  same 

perceived  stigma  was  separated  into  career  stigma  and  d  _„eross- 

ten  items  that  were  excluded  beear«  they  loaded  less  than  .40  on  their  respec^ve 

,„,,„„.„.drfferen.factorlnthee,ght-factormode.wereagarnexe^^^^ 

covariancesfromflreeigh.-tactormodelwereagai„includedfcrl.emswid.m.  e 

P^ceoftheerrorcovarraneeshomtheeighr-faerormcdelwereel— hyer^^^^ 

.parateeareerstlgmafaeror.Agalnthex^wassl^f.cant,SBx^(« 

.emodelfitoftheninefaetormodelimprovedhomthatoftheelght-f^^^^^ 

themoaeii  or  fCrawford  &  Henry, 

RMSEA  =  .032  [90%  CI  :(.029,  .035)].  A  test  of  the  change  rn  the 
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-on  n<  01  Thus,  our  results 

2003;Satorra&Bentler,2001)wa.slgnifKan,SBdffierenoe  =  22.  .2-  •  • 

suggest  that  a  ame-factorstroctaie  provided  the  beat  fit  to  the  data. 

„iveutode.s  were  also  tested.id.thefirstha,fof.hes^p.eto»^^^^^ 

storeture  did  not  provide  adequate  fit  to  the  iteuts.  A  one-faetor  shuehrre  “ 

,uv.deaddi.to„aisupportti.tourheurscapturedtnuht,eha.^^^ 

fit  SB  xH1127)  -  6943.69,P  < -01,  CFI  -  .53,  RMSEA 

strucmre  exhib.ted  poor  fit.  X  ( 

(076  079)1.  An  additional  two-faetorstruehue  was  tested  where 

a.,-,  s  This  strueture  also  exhibited  poor  fit,  SB/ 
positively  worded  or  negatively  worded  hems.  Thrs 

-  ^Orio  AS  <  01  CFI  =  .57,  RMSEA  =  .08  [90%  Cl  (.073,  .077)]. 

(1079)-  .  aF  •  ’  ^  In  the  fust  seven-factor  structure,  all 

Lastly,twoseven.faetorstruetureswereconsidered.lnthetnss 

..ma-relatedlaetorsCeareerstrgma, .fibres 

„ere  eombined  mto  one  faetor.  This  model  dernonstrated  worse  fit  than  the  erghh  ^ 

„Oe,SB/a069)  =  399..9d.p<.Cl,CTl=.76,KMSBA=.06t90.CU.OS7,.069,l.The 

Lo„:sevenTaetormodeleomhrnedtheposifiveandnegatlvea.t.tudest^^^^^^ 

ff  tnr  Tills  model  also  demonstrated  worse  fit  th 

us  an  overall  attitude  toward  treatment  faetor. 

,  .  SB  J(1059)  =  3518.70,p<.01.CFI  =  .70,RMSEA=.052  [9 

eight-  or  nine-factor  models,  SB  X  ( 

•  m  from  each  ofthe  alternative  models  to  the 

rH050  054)].  Tests  ofthe  change  in  the  S  X 

u  ,e  t)V  -  857)  The  nine-ftetor  model  also  exhibited  acceptable  fit  tn  the 

secondhaltofthesample(N-  857).  inem  ,  „  ,  n„ri 

,  SB  /  (621)  =  1312.05.P  <  .01.  CFI  ^  .93.  RMSEA  =  036  [90%  Cl  (.033.  .039)] 
second  group,  SB  X 

A  summary  ot  all  the  CFA  analyses  is  provided  in  Table  1 . 
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C„„e.a«onsA»ong.hel>e.e™inantSn.seales 

The  first  WO  columns  m  Table  2  contam  the  means, 

■  Table  2  the  most  frequently  endorsed  bamers  were 

,Thasforthenurefactors.Asseenm  .  „„s, and 

differential  treatment  stigma,  operatronal  ,  ^  _  ,iews  toward  treatment 

rehance-lltepos  Table  2  also  presents  the  correlations  among  the 

«remorehighlyendorsedthanthebarrters.Table2 

r  .  ,  All  factors  were  si^nfrcmrtly  correlated  widr  one  another, 

mne  factors.  All  fac  .eraainder  of  the  correlations 

,1  differential  treatment  stigma.  The  remain 
was  between  career  stigma  and  diffeiential 

were  moderate  to  small. 

•  t.  .nd  Treatment  Seeking  Among  Soldie,  s  wno 
Assoeiations  between  Determinants  and  Treat 

Recognized  Having  a  Current  Pro  ^gonnel  who  indicated  drey 

d  t  of  analyses  was  conducted  among  military  personn 

Functional  rmpartment  emerged  a  P  greater  likelihood  of  considering 

_ent.w..aterrmpa..entbeingas— 

treatment.  However,  ibnctional  Impairment  drd  not  drfferentr 

from  those  receiving  treatment.  ^i^TableS  and  address  whether  each 

Theresuteforeachpredictoraresummanzed  .  F„es 

._inantwasanover..predletorofeategorymembersh.p,aswel,apred.er 
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■  e  As  seen  in  Table  3 ,  all  of  the  determinants  with  the 

between  the  dnee  different  eategcrr  .  „ediemion  were  related 

U  Vrin  overall  When  examining  predictor 

to  eategot,  members  •  ,„„ght  treatment  tom  those  who 

relatively  few  determmants  distmgms  e  iMihood 

.  n.en.  positive  beliefs  about  treatment  were  related  to  a  grea 

were  considering  treatm  •  if  reliance  were 

r-  .  KpHefs  about  treatment  and  self-reliance  we 

•  j  •  rv  trpfftment  whereas  negative  bebets  ao 

of  considering  ’  When  the  three  detenninants  were 

•  f  leaser  likelihood  of  considering  treatment.  When 

predictive  of  a  les  self-reliance  emerged  as  a 

•  •  tho  factors  that  distinguished  between  soldtersconstdenng 

Whenexam,n.ngthef  p„,e.ved  stigma  of  differential 

,ersusaetual,yrecelvlngtteatment,perce.vedshgmatocare  ,P 

■  ,  Wiers  negative  beliefs  about  treaUnent,  shgmatizmg  behet 

others,  and  self-rehanc  o  bility  of  getting  treatment.  When  these 

positive  beliefs  were  related  to  an  mereate  p 

•  Wp.  were  entered  simultaneously  into  a  smg 

""  .  te  diffetentiated  between  those  considering  treatment  versus  those  recetvmg 

p- 

treatment  [Wald  (1)- 7.89,/!  ^ 

Discussion 

,  nrdv  contribute  to  our  understanding  of  treatment  seeking  in 
The  results  of  the  present  smd,  eontrth 

wavs  The  findings  support  a  more  comp 

bighstressoccupattonsmmu  P  „p„po«ed  treatment  seeking 

the  determinants  of  treatment  seektng  and  the  afferent 
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^ong  miiitar,  personnei  reportrng  a ,,,,  .a  .iscnss 
we  address  these  contributions  m  more 

directions  for  iiiture  research.  addressing  the  determinants  of 

Our  study  identified  nine  factors  that  accoun  e 

.  •  ,hemiliW.Ftveofthesefactorsweredrawn&omtheelt.sting 

treatment  seeking  in  t  1  9011)  while  four  were  novel 

4-  1  o  nnd*  TCim  d  3-1-5 ^  ^ 

,  s-  Rritt  et  al ,  2008;  Hoge  et  al.,  2004,  lum 

(Miere.af.,20i5,Br,ttet  ,,.P„.giuding  mental  heaith 

Tu.fnnr  novel  measures  included  posluv 

sources  of  soci  s  pp  toward  the  use  of  medications  to  treat 

associated  with  treatmen  see  .  _  „*ers  who  seek  treatment  (stigmatizing 

cental  health  problems,  and  stigmatizing  be  les  a  ,  heatment 

.•  aiiimdes  toward  medieations  negatively  associated  wtth 
beliefs  but  not  nega  ive  „„,„,ohensively  assess  the  determinants  of 

saeking,Tbesoadditioltalmeasuteshelptomorecompteh 

•  •  ripterminants  among  munary  p 

Examining  distinguished  between 

.  ,  cental  health  problem,  and  then  examining 

eunenlly  expeneneing 

.bose  who  had  not  sou^t  treatment,  were 

showednstoassesstheunlpneptedretorsofsoldietsa 

1  ent  seeking  After  eonttollingfottaetion^-P-““‘^*=’' 

eutl.dmenlalheal.hs,mptoms.posltlve»dnegatlvebellefsabon, 

considering  trea  men)  .  u  a  oldiers  who  had  not  sought  treatment  from 

treatment,  along  with  self-reliance,  distmguis  being  the  only  unique 

drose  who  were  considetlngtieatmen.,«lthaptefeteneeforselfl 

predictor. 
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THese  results  suggest  that  positive  perceptions  of  treatment  and  a  lesser  preference  for 

•  cTQnldiers  to  the  contemplation  phase  of  til  g 

option  for  addressing  a  problem,  rnovrn  the  influence  of 

ChangemodeUProchaska.DiC.emente,19S2, paste 

oegahveattih.estotvardgehingtreaunentontreatmentseekmg(^^^^ 

(urtheremphasizestheroleofpositivebeliefsahouttreatmentCAdler  .. 

a  ,  t  but  interestingly  not  negative  views  toward  treatment,  were 

positive  views  toward  treatment,  but  mterestii^y 

uniquely  associated  with  considering  treatment.  This  suggests  that  emphasis 

^entmaybemorepowerMinencouragmgsoldierstoseektreatmentthana.^^^^ 

U  ■  1  of  treatment  after  controlling  tor  functional  impairment 

those  actually  reporting  the  receipt  of  treatment  an  .  ,  „ 

f  1  hirrriers  emerged  as  the  only  unique  predictor.  Thes 
f  .1  Trarriers  However,  operational  barriers  emerge 

lSdicateflratoperation.baniersassoc.ated 

schedule  may  be  especially  important  in  influencing  soldiers  who  are  eontemplatrng  g 

nearment  to  actually  engage  in  the  behavior  of  receiving  treatment. 

Pheresu,.ofthepresent  study  hold  praetrealimplicaflons  for  highsflessoccuparon. 

Whenemployeesarefacedwirhexceptionallevelsofstressorsatworkrt.^^^^^^^ 

„,3m..lon.sresponsrhllltytohelptheemployeeeopewl^^ 

MePadden,2012,Oureomprehensivemeasumeo.dbeusea.o.nformorgam^^^^^^^^^^ 

„P,„fi„.erventlontolnereasetreatmentseekingrates.Pore.mnp.^ 
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and  employees  to  improve  ai 


attitudes  toward  treatment  or  increase 


their  knowledge  about 


treatment  c< 


.  ..nd/or  peer  support  and  toeasmg  treatment 

ouU  be  valuable  in  enhancmgmutand/oip 

r  r^rpdictive  factors  from  our 

mn  affected  by  organizational  involveme  -  g 

study  could  be  affected  y  g  mews  of  treatment  and 

•  s  designed  to  encourage  treatment  by  improvmg  vmws 
awareness  campaign 

I"*-'” 


when  self-reliance  is  not  < 


atal  health  treatment  and  the  stigma 


asso 


dated  wiflt  treatment  at  both  the  small-unit  level : 


culture. 

Umitations  and  Future  Directions 

This  study  has  a  fevr  limitations  that  sugge 

„,thus  anyeonelusicnsabouteausalityc^notbefimnly 

.ere  conducted  cross-seetton  y  ’  „t  seehin^ 

established.  Future  research  shod  ^ 

time  points.  Such  prospective  designs  s  ,  t  ent  seeking  over  an  extended  period 

..  time  Such  longitudinal  studies  could  help  cla  y 

Ueatmen.atalatert.me.S  u,uet  infonn  application  of  out  fmdings  to 

pereeptiot.  in  the  treatment  seehmg  0“^  “  .eehing 

prior  to  their  employment,  and  address 

problem  and  gettingtreatment  for  that  problem. 
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toms(eg  Fmham.l986).Effortsweietakentoensui 

.oncems  about  undcTeportmg  symptoms  (  .g.. 

.  f  oldiots’  responds  to  encoutago  honest  reporting;  however,  ft, 

..,„rnmenta.heahhprov.^^^^ 

to  obtam  often 

iTZoarguedthattheimpaetoftheeomntonm^^^^^ 

::lL.Fnrther,manyotoureonstruetso^ 

.  make  efforts  to  encourage  those  wno  > 

cental  health  problems,  an  *at  results  of  our  study  ean  be  used  for  a 

mental  health  problem  to  seek  h-eatme  .  3  ,e  seek  help  for  future 

morecomprehensrveassessnrentoffactorstha.,nlluencedeers.onstos 

ee^amh  and  application  in  high  stress  occupations. 


I 
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Table  1  ?  s-  and  9- Factor  Models  ^ox 

fCnnnmatory  Factor  Analysis  fit  Indices  for  2-.  8  .  and  y 

Summary  oj  Coup  maioiy 

Group  1  and  9-Faetot  fit  to  Group  2. 

_ (Cl) 

— — ^  SB  X  ^ 


1079  .57 
1059  .76 


SBx 

SBx 

Difference 

difference 

(8  factor) 

(9-factor) 

^5^61^ 

4,883.51- 

4,910.26* 

2,785.51- 

2,808.41* 

1059  .70  .052  (.050,  .054)  2,290.23-  2,312.96- 


22.16=^* 


Group  1  (A^-  856) 

'M^deTlTTMOT  6^94T^ 

Model  2;  2  Factor  6249.65 
Model  3a:  7  Factor  3,991 

Model  3b;  7  Factor  3.518 

1102  53  626  ..940  .033  (.030,  .035) 

Model  3:  8  Factor  1,192.53 

1  171  65  621  .942  .032  (.029,  .035) 

Model  4;  9  Factor  1,171.65 

Group  2{N-  857)  _ _ — 

9  Factor  _ _ 


P  ™  difterentiai  treaUnent  stigma,  and 
Model  3a  combined  stigma-related  factors  of  career  strgma. 

stigmatizing  beliefs  about  others  into  one  overall  stigma  factor. 

...  rtitudes  toward  treatment  and  negative  attitudes  toward 

Model  3b  combined  the  positive  attitudes  towai 
neatment  into  one  overall  attitudes  toward  treatment  factor. 

p<m,* 


Values  listed  in  the  diagonal,  with  parentheses. 
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Table  3 


Individ,, al  predictors  of  whether  soldiers  re, 
ireatnten,.  or  sough,  deament  for  a  current  problem 


■ported  no,  seeking  treatment,  considered  seeking 


V  ariable 

Step  1 

Gender 

Rank 

Alcohol  Symptoms 
Depression  Symptoms 
PTSD  Symptoms 
Tunc.  Impair. 

Step  2 

Stigma  Career 
Stigma  Treatment 
Facilitators 
Organ.  Barriers 
Positive  Beliefs 
Negative  Beliefs 
Negative  Med. 
Stigmatizing  Beliefs 
Self-Reliance 


Overall  Modef  No  treat,  vs. 
Chi-Sguareidf 


2.00  (2) 
5.80  (4) 
4.27(2) 
2.87(2) 
4.76(2) 
3.46(2) 


7.14(2)* 
9.37  (2)* 
2.17  (2) 
13.60  (2)* 
17.84(2)* 

14.53  (2)* 
2.07  (2) 

13.53  (2)* 
31.82(2)* 


NA 

NA 

NA 

NA 

NA 

NA 


.37 

1.41 

NA 

.17 

8.34* 

8.00* 

NA 

1.60 

10.37* 


Considering'’ 

Considering  vs.  Treat. 

Oftfis  Ratio 

_  Wald 

Odds  Ratio 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

.91 

.84 

NA 

1.08 

1.94 

.51 

NA 

.77 

.54 


4.31* 

4.03* 

NA 

11.25* 

3.37 

1.42 

NA 

5.98* 

7.89* 


.67 

.70 

NA 

.44 

1.72 

.73 

NA 

.52 

.51 


Notes.  .  p  <  .05.  a  =  overall  who  considered 

treatment  N  A  =  not  applicable  becaus  ^presents  a  separate  mnltinomial  regression. 

mnltinomial  regression.  Each  “ ‘^;,ltors. 

Variables  in  bold  emerged  as  unique  sig 
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Figure  1  Or aanized  Around  Components 

Dete—  of  T—  "  Belief  Model  (Kosensloe.  et  al. 

Theory  of  Flamed  Behavior  (Ajzen,  1980) 


oftheTheoD 
1988) 


/'+  &  ,  Betiefs: :abput 

t  TreatmenVMeds 
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Soldier  Recommendations  for  Imp 

In  Press,  MiUtary  Behanoral  Health 


Abstract 


Despite  the  prevalence  of  mental  health  issues 

experience  problems  seek  treatment  The 


the  military,  only  a  minority  of 

underutilization  of  mental  health 


6  personnel  who 

7  services  continues  to  be  an 


important  topic  that  deserves  attention 


ion  from  both  science  and  practice. 


their  recommendations  for 


ition,  we  compiled  their  recommendatio 


9 

10 

11  In  addition^ 


12 

13 

14 


attitudes  toward  mental  health  treatment. 

Key  words:  determinants  of  treatment-seeking, 


recommendations,  soldiers,  mental  health 
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•  M  «tal  Health  Treatment  Seeking  in  the  Military 

16  Soldier  RecommendatioBS  for  improving  of  oombat  exposure,  are 

„  Military  personnel,  espedally  those  who  expenenc 

a  1  sometomtofmentalhealthprohlemthatwouldbeneaftontmentalhea 

18  hkely  to  eve  op  ^ 

18  treatmenunc.ud.ng  ,  3„,onag  positive  for  amenta!  health 

10  2004).  However,  only  a  mmm  ^  ^  ^ 

11  disorder  utili.  mentd  healt  ^  „oeds  and  actual 

11  i010;Mill.ken,Aueh.erlon.e,&Hoge.  o  of  identifying  factors  that 

_onofmen.alheaiaserviees.„^^^ 

16  detrimental  consequences 

11  seeking  among  mtlitary  personnel  have  rece.v 

28  literature.  nuarv  personnel  identified 

Anumberoftreatment-seekingdeterminantsamongunlttarypersonn 

•  a  titicrma  career  concerns,  operational 

.  ,  inna- Kim  Britt,  Klocko,  Riviere.  &  Adler,  2Uii, 

33  2015;  Britt  et  al.,  2008;  Hoge  e  a  .,  ^  ^  Oetermmants 

3,  iohnsomOolds.e.n,Malley,.Sornhwaek,2000,W^g^^^^^^^^^^^^^^^^^^^^ 

;:  ::;:odfor  — see.g,perceivedsti  ofd^^^^ 

38  seekingtreatmen..andpsychologiealcourage(Britt,lemnng,  • 
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59  Britt  et  al.,  imder  review;  Mittal  et  al„  2013;  Fury,  Bntt,  Zinzow,  &  Raymond,  2013;  Zteow  et 

40  al.,  2013).  This  line  of  research  not  only  enhances  our  understanding  of  factors  that  might 

41  influence  soldiers  seeking  mental  health  treatment,  but  also  provides  valuable  insights  into 

42  possible  intervention  avenues  in  facilitating  the  receipt  of  needed  treatment. 

43  While  the  determinants  identified  in  past  studies  are  constructive  and  informative  for 

44  intervention  efforts,  they  ma,  not  always  be  practical  or  actionable.  For  example,  it  is  not  always 

45  clear  how  stigma  can  be  effectively  reduced  in  military  settings  simply  with  die  knowledge  that 

46  perceived  stigma  can  statistically  predict  treatment-seeking.  Therefore,  the  present  study  seeks  to 

47  gather  specific  information  about  how  changes  can  potentially  be  made  by  examining  the 

48  recommendations  military  personnel  have  for  ^hat  specific  actions  to  take  in  reducing  stigma 

49  and  other  baniers  to  care,  A  majority  of  these  past  studies  investigated  the  determinants  of 

50  treatment-seeking  through  scale  instruments/quantitative  assessments,  while  the  current  study 

51  seeks  to  complement  this  line  of  research  by  employing  qualitative  methods  that  yield  richer  and 

52  more  detailed  information.  It  has  been  argued  by  qualitative  researchers  that,  while  some  of  the 

53  disadvantages  associated  with  qualitative  methods  should  be  acknowledged,  qualitative  analyses 

54  tend  to  provide  greater  descriptive  richness  and  an  “opportunity  for  illuminating  insights.”  (e.g., 

55  Trafiraow,  2014,  p,  17). 

56  In  the  current  study,  we  report  interview  data  from  two  samples  of  active-duty  soldiers 

57  about  their  recommendations  to  encourage  and  support  other  military  personnel  to  get  treatment, 

58  as  well  as  specific  resources  and  efforts  that  they  believe  will  raise  awareness,  reduce  stigma  and 

59  improve  attitudes  toward  the  receipt  of  mental  health  treatment.  The  first  sample  includes  active- 

60  duty  soldiers  of  different  tanks.  The  second  sample  includes  soldiers  who  made  the  decision  to 

61  gel  treatment  while  on  active-duty.  Insights  provided  by  military  personnel  themselves  allow  a 
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,,  e,ose„— 

es  may  coa.plen«,«  and  extend  theotetical  argunaenta  or  amtiatical  findmgs.  To  car  kncwle  ge.  no 

,,  ..erpaUtaHedpaperKasTocnsedonre—tonspro.^^^ 

,3  personnel  dr  facd«ng  awareness  adont  mental  health  and  receipt  of  needed  mental  hea 
33  _.arnongsoldlers.Resn.tshomthesetwostndlescart.^ 

er  rnslghm  tmd  infomr  researchers  and  practitioners  of  posslhle  strategies  in  which  mterwenhon 

d  •  health  services  Utilization.  It  IS  our  hope  that  the 

68  studies  can  he  implemented  to  increase  mental  health 

68  results  from  the  current  study  can  motivate  future  intervention-based  studies  (e.g,  quasi-  ^ 

80  expei-inrents)  in  order  to  remove  barriers  that  prevent  soldiers  from  gettmg  the  treatment 

71  need. 

Method 

72 

73  Participants  and  Procedure 

8,  ,ocns«ro„p.tn.T.™sstudywasccnduc.edwithasampieof7Saetive-dutys^^ 

75  who  were  reeruited  through  chain  of  command  at  a  large  U.S ,  Army  base  m  the  Soothe 
86  total  of  .2  focus  groups  were  conducted  with  these  soldiers,  Focus  group  partierpants  were 

88  groupedbasedontheirranlttoencourageopenandh„nesteommunlcation.,ven.hatprev.ous 

88  research  noted  concerns  regarding  how  leaders  and  commanders  view  sold.ers  that  recerve 

88  mentalhealth— t.Threefocnsgroupdiseussionswereconduc.edwi.heaoh 

r  +  ri  ('’PI  F4  19)  non-commissioned  officers  (E5  b/,n 

80  rank  categories,  including  junior  enl.sted(El-E4,n  19), 

a  M  (''?n  =  ft  9)  The  average  number  of  combat 

83  the  focus  group  participants  was  31.1  years  old  (SB  6.9).  Th 

1  Q  Mji+h  the  averase  years  of  service  being  9.3  (SD  ) 

84  deployments  was  1.8,  with  the  average  ye 
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33  — 

33  of— 

3.  .013,  fo.  n.o«  delaUs).  Each  session  lasted  ahont  .0  to  90  ntlnu.es;  the  sessions  wete  an  to 

38  recorded  and  subsequently  transcribed.  The  discussions  followed  a  senu-shuctured 

nnt  restricted  to  the  content  of  the  questions, 

33  questions  were  all  open-ended,  and  partlcpants  were  not  reshteted 

90  The  present  study  analyzed  open-ended  results  that  were  given  to  response 

35  potential  recommendations  were  coded  and  analysed  in  this  Study. 

33  WrVtduul  Merrtew  S.Jy.  This  shady  involved  one-on-one  in.erv.ews  wrth  a  samp  e  o 

3,  ,.,,ve-dutysoldierswhowerecurrentlyseehin.mentalhe.th  — 

99  the  behavioral  health  clinic.  Participants  included  17  junior  enlisted,  14  senior  enlis 

iraWQ  1  %J  and  White  (78%).  The  average  age 

102  and  the  average  years  Of  service  was  8.0(511  =  5.9). 

103  Similar  to  the  firs,  shady,  the  individu^  interviews  were  conducted  as  par.  o  a  arger 

loa  studytha.«asdesigned.ohaveusersofmentalhealthservices.den.r^barriersarrdf^^^^^^^^^^^ 

103  oftreatment.see.ngamongsoldiers(Puryetal.,.013;Zhmoweta..,.013,B^^^ 

loe  lasted  about  60  to  90  minutes,  and  was  audio-recorded  and  Uanscnbed.  Interviewers  a  so 

107  followedasemi-s— 8uide.hatincludedopen-endedandfollow-upquest.ons. 
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referred  to  recommendations 

,0S  p„sen.stud,,wefocusedon«sponsestheime.,.eweesgavet.aUefe™ 

pp,  P„.facUiU.ia,aca.s.o  — fo.soHie..Areco— ^  ' 

111  would  it  be?”  As  in  the  focus  group  study,  any  responses  that  serv  p 

111  reccnunendations  that  were  provrded  in  response  to  any  other  question  in  the  rntemew  were 
111  coded  and  analyzed  in  this  study. 

114  Analytic  Procedures  for  the  Two  Studies 

11,  The  present  study  followed  the  6  thentahc  analytic  steps  outlined  in  Braun  an  ar  e  s 

117  within  data,  and  yield  findings  in  rich  details  (Braun  &  Clarke,  2006).  It  is  a  bottom 

11,  arive„approachwithoutapr,orihypothesesandtheoreticalboundaries.Whileq 

HP  a„a,ysesusmgpre.existmgtheoretica,fra,neworks(i.e.,top-downapproaches)^ 

170  by  some  scholars,  it  has  been  argued  that  thematic  analyses  are  more  flexible  and  reflect  t  e 

171  reality  andtrue  experiences  of  participants  (Braun  .  Clarke,  2006;  Trafimow,  2014). 

117  Krst,  the  focus  group  and  interview  data  were  transcnbed  into  electronic  documents,  an 

173  the  coder  (i.e.,  the  first  author)  conducted  a  general  overview  of  the  tra^criptions,  read  and  re- 

174  readflietra„scriptions,no.ed.nitial.deas,andobservedpa.ternsre,^^^^ 

170  Stage,  only  broad  themes  were  identified.  The  recommendations  generally  fell  under  four  roa 

177  categories:  (1)  Keco..en,aUo„s  ,0  soW.rs  and  dichpccrs,  (2)  decode—  ,0  (euKcrr, 
.ccomai— Pccoi— ns/or  the  drniy  as  an 

-  .  V  QUOtcs  wcrc  extracted 


L28 


Recommenaaiiom  lu  - - - -  a 

17P  arga„.a,,an.h.dhenextstep(thethirdstep),speciflcrecommendationsquoteswereex 

30  from  the  transcriptions  and  combined  under  each  of  the  corresponding  broad  categories. 
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,31  Th.  fourth  step  involved  reviewing  the  ftetnes,  refining  them,  and  making  sure  the 

132  themes  reflected  the  data  as  a  whole.  At  this  stage,  the  coder  refined  the  themes  by 

134  phase  in  ensuring  the  recommendations  categories,  sub-categories,  and  the  extracted  q 
,35  all  agreed  upon  among  all  authors.  Suh-categones  and  associated  ,uotes  were  finther  refined 
136  based  on  group  discussion.  The  fifth  step  involved  defining  and  labeling  the  final  themes  (or 

,3V  eategefies).Tastly,d,esixthstepwas,oprodueeareportoftbethemafieanalysis,t^^^^^^^^ 

138  selection  of  vivid  and  compelling  extracted  examples/quotes. 

Results 

139 

lao  The  results  are  orgattized  around  dte  four  main  targets  of  recommendattons  mentioned 

141  above.  Summaries  of  the  recommendations  for  each  category,  along  with  frequencies  of 

142  endorsement  and  sample  quotes  indicative  of  these  categories,  are  provided  in  Tables 

143  fill,  set  of  quotes  can  be  requested  from  the  con-esponding  author.  Within  each  major  category. 
,44  sub-categories  are  identified  and  ordered  based  on  their  average  frequencies  of  endorsement 

145  across  the  two  samples. 

146  Recommendations  to  Soldiers  and  their  Peers 

,4,  hithis  categoiy,  recommendations  are  directly  addressed  to  soldiers  who  are 

,48  experiencing  mcnml  health  problems  and/or  are  needing  assistance  from  mental  health 
,49  professionals,  and  to  their  peers  who  also  play  a  vita,  role  in  assisting  and  supporting  their 

150  counterparts.  Soldiers  indicated  that,  in  order  to  facilitate  soldiers’  receipt  of  mental  health 

151  treatment.fellowsoldiersneedto(l)havepeersupportanda-‘buddysystem.(2)recogm 

,52  ,mportanceoftaldngcareofthemselvesand.hehfami,ymembers,(3)havecomageto^ 

153  stigma,  discomfort  and/or  the  risks  to  reco^ze  and  receive  heatment  benefits.  (4,  be  wilhng  to 
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,33  (6)  ^cognize  the  benefits  ot  — ,  (7)  teeogntze  that  — t  can  tn  ac 

c.fitntenta.heaUhptoh.e.shecontebett=ttohpetfo™ets.and(S) 

157  family  and  friends. 

158  Recommendations  to  Leaders 

,33  P,._endat.„ncatego.  — soMiets-tecc— ^ 

,3.  — edasanttnpot«n.aetetntin.tctheat„^^^ 

,e2  leadershaveagreatdegreeoflev«agewUhthehsubotdina,cs,andtheyshouldt  ea  v 

,33  onhe.ttnfinenceto»aheapostt„ennpactcnsotd.ts.htp— 

164  study  specified  that  leaders  need  to  (1)  show  their  genuine  support  and  enconragemmt 

rtrl  nlimate  12)  take  an  initiative  and  work 

165  in  order  .0  build  a  strong  and  supportive  conunandchmate.  (2) 

^  t  it-i  build  trust  and  close  relationships  with  soldiers 

166  proactively  with  soldiers  in  getting  treatment.  (3)  build  hust 

,3,  30thatsoldierswdlbcniorelihelytodisclosetheirnienmlheal.hconcernsto.^^^^^^ 

^  rt-  a  Qhare  their  own  success 

169  to  seek  needed  treatment  and  developing  mutual  understan  mg.  an 

171  Recommendations  to  Mental  Health  Professionals 

,,,  RecommendationsprowdedbysoldiersunderthiscategorygeneraUyaddressedch.^^^ 

,,3  ioiucreaseufilizationofmentalhealthservicesandreduceattrttionor.^^^^^ 

174  highlighted  that  there  should  be  (1)  greater  availability  and  accessiblM^ 

: 
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,  Wy  create  a  rapport  with  soldiers.  (4)  eo— ications  between  patients  and  bePveen 
patients  attd  providers  so  that  soldiers  can  gain  a  new  perspective  to  dre  issues  they  are  faetng. 
Participants  also  highlighted  that  dte  benefits  of  talking  can  far  outweigh  the  benefits  of  other 
rso  treafinen.  options  (e.g..  ntedications).  Next,  (5)  nrental  health  providers  should  be  present  wtthtn 

rst  nnitsandhaveregnlarinterac.tonsw.thsoldterssothatso.diersca„learnnrore 

related  to  nrental  health  and  treatnrent  options,  and  (6)  unless  necessary,  nredicatrons  should  not 
1S3  be  the  first  and  oriy  treatment  option.  There  should  be  complementary  therapy  sessions  (e.g. 

rS4  talki„gfi.erapy)sothatsoldierseannrorefrd.ybenefitfr„mtreaunent.providersmnst^^^ 

185  committed  and  dedicated  in  order  to  retain  soldiers  to  come  back  for  more  sessions,  and  thus 
183  hicrease  the  effectiveness  of  treatment.  Lastly,  there  must  be  (8)  consistency  in  tmatment  and 

187  providers  so  that  soldiers  can  progress  through  treatment  m  an  efficient  and  effective  manner. 

188  Recommendations  for  the  Army  as  an  Organisation 

,88  Recommendations  grouped  under  this  category  illustrate  the  different  ways  the  Army  as 

180  an  organization  can  make  changes  in  facilitating  soldiers-  receipt  of  mental  health  treatment. 

181  specifically,  these  recommendations  are  geared  toward  those  leaders  hi^er  in  the  chan,  of 

187  command,  who  have  greater  decision  latitude  and  influential  power  in  mitiating  A,my-w.de 
18,  chmges.  Soldiers  pointed  out  tMt  tire  Army  should  invest  resources  in  (1)  communications  and 

188  outreachinordertogetaccurateinfornrationregardingtheprevalenceandneedfortr 

188  healthtreatinent.seeking.lnc,udingtime.transpcrmtio„toappointme„.s,p.^ 

187  advocacy  programs,  md  trainmg  and  educational  oppomrnities  for  both  soldiers  and  leaders,  and 

188  (3)  removing  hindrances  due  to  Army  policy  and  culture.  While  the  mission  .s  important, 

188  soldiers  stated  that  the  Army  should  also  be  mindfill  of  soldiers’  health  and  well-being.  In  order 
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does  not  directly  affect  promotion  and  is  not  a  career-ender. 

Discussion 

The  curreBt  study  sought  to  orgautze  reconunendatious  font  active-duty  sotdiers  for 

experiencing  mental  health  problems.  The 


200  to  facilitate  successful  ntissious,  soldiers  noted  that  the  Army  should  insure  that  soldiers  are  both 

201  physical  and  mentally  fit.  Lastly,  the  Army  should  implement  policies  and  procedures  in 

202  addressing  solders’  (4)  privacy  (or  confidentiality)  concerns  and  (5)  concerns  with  mental  health 

203  treatment  adversely  affecting  their  career.  The  Army  should  highlight  (and  shme  snceess  stories) 

204  that  soldiers  who  get  better  after  seeking  treatment  do  in  fact  receive  promotions,  and  that  a 

205  “high  risk”  classification 

206 

207 

208  facilitating  treatment-seeking  among  soldiers  who  are 

209  determinants  of  treatment-seeking  in  military  persomrel  have  received  mcreasing  attention  from 

210  scholars.  Altltough  the  deteiminants  identified  in  previous  studies  highlight  important  research 

211  and  intervention  avenues,  it  is  often  unclear  actions  should  be  taken  to  reduce  stigma 

212  perceptions  and  other  barriers  associated  with  treatment-seeking.  The  present  study  contributes 

213  to  the  literature  by  utilizing  qualitative  methods  and  obtaining  richer  and  actionable  information 

214  fom  aeUve-duty  soldiers  regarding  their  strategies  and  recommendations  to  facilitate  soldiers’ 

215  treatment-seeking.  It  ts  on,  hope  that  recommendations  gathered  directly  from  the  service 

216  members  who  need  mental  health  seiwices  and  those  who  share  relationships  with  those  who 
need  mental  health  treatment  would  aid  the  development  of  interveution  experiments  and 

218  motivate  changes  being  made. 

219  Our  analyses  of  32  interviews  and  12  focus  groups  conducted  with  a  total  of  1 10  aettve- 

220  duty  soldiers  (both  the  general  sample  and  treatment-seekers)  revealed  that  recommendations  fall 

221  under  4  broad  categories  or  cover  4  groups  of  military  stakeholders.  ITtese  results  can  be  used  by 

222  researchers  and  practitioners  in  the  development  and  implementation  of  intervention  studies.  For 


217 
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..s  soca.  support  rto™  poert  -  .eade.  was  o„e  of  d.  .uort  frepuan  y 

.e„rto„edde.rtrtin.rtsofrtea«*.grt  “ 

,,,  e™pdas.dos.oi™portanccofa«dfacU«a,asu^^^^^^^^ 

..e  p.addnscandoto™edi„awa,.da.eduoates,ead«sd,seoo^zin.^ 

228  a  supportive  network. 

,,,  AddH.oaaUy.  our  results  hi^UgMod  that  soldiess  who  are  exporieacuag.^^^ 

,30  proh,=,us,drerrpeers,.he,rleaders,™„ta,healthpr„fesslo* 

331  chainofcommand)allhaveresponsib,Utyandleveragernfac.htat.ngrteatn«^^^  mg- 

„_,..,ahtyoftrea„^^^ 

333  .hatsoldlers.hen,seWesar=respoasihlefor.helro™rueutalwe,l-hei„.hu.« 

234  support  from  their  family  members,  friends,  peers,  leaders,  and  the  Army  are  .mperat 

233  proeessaswelfThesedifferentgroupsofudhtarystaheholdersm^ 

236  the  best  possible  outcomes.  This  is  because  some  actions  taken  by  one  gr  p 

332  contingentonactionstakenhya.rothergroup.Torexample,withoutsuccesssto^  f 

23S  peersand.orleaders,so.d.ersmayn„theah,e,„reeogniaethepotentia,bene«^^ 

2ao  accessihtlltyofprovldersimlesstheAnnyallocatesanappropr.ate^o^^ 

341  finances)  to  the  mental  health  care  system.  Further,  leaders  may  not  be  able  to  prow  e  sup 

243  hea,thissues(e.g..waystorecogmaementalhea,thsymptomsandhowtomakeareema  . 

224  Therefore,  we  see  these  overlaps  between  recommendations  for  different  groups  as  a  cue 

34S  forcoUaborativeaetions.Bothtop-aownandbottcm-upapproacheswi,U.kely^ 
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246  facilitating  a  climate  supportive  of  treatment-seeking.  In  particular,  the  entire  chain  of  command 

247  should  explicitly  express  their  support  for  mental  health  treatment  and  allocate  resources  in 

248  raising  solders’  awareness  of  mental  health  issues  (i.e.,  top-down),  while  soldiers  must  also  play 

249  a  proactive  role  in  commumcating  their  needs  and  their  experiences  so  that  the  chain  of 

250  command  can  provide  necessary  support  accordingly  (i.e.,  bottom-up). 

251  Our  study  has  some  limitations  that  highlight  some  important  areas  for  future  research. 

252  First,  qualitative  methods  can  be  highly  subjective  (Trafimow,  2014).  While  our 

253  recommendations  offer  insights  into  actions  military  stakeholders  can  take  in  facilitating 

254  treatment-seeldng,  it  is  unclear  which  recommendations  would  be  effective  or  ineffective. 

255  Additional  research  is  necessary  to  determine  the  effectiveness  of  some  of  the  most  frequently 

256  mentioned  recommendations.  Experimental  designs  would  be  necessary  to  draw  causal 

257  conclusions  about  the  effects  of  each  recommendation  on  treatment-seeking.  Researchers  may 

258  consider  employing  quasi-experimental  designs  with  military  samples,  especially  because  it  may 

259  not  be  feasible  to  randomly  assign  soldiers  into  treatment  and  control  groups. 

260  Second,  given  out'  data  were  collected  at  one  Army  post,  our  findings  may  be  limited  in 

261  its  generalizability  and  they  should  be  interpreted  carefully.  Soldiers  from  other  posts,  and 

262  service  members  from  other  branches,  may  have  different  experiences  with  the  mental  healthcaie 

263  svsteins  and  thus  have  different  recommendations  to  facilitate  treatment.  Researchers  may 

264  consider  extending  the  current  study  by  sampling  additional  posts,  services  and  occupational 

265  specialties  to  obtain  further  understanding  of  whether  some  the  recommendations  are 

266  generalizable  to  military  personnel  across  a  variety  of  settings  or  specific  to  certain  posts  or 

267  branches.  These  findings  will  shed  light  on  the  ai‘ea(s)  in  which  intervention  investments  would 

268  >4eld  the  most  benefits. 
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^conclusion,  our  study  offers  anumber  of  important  recoomrendations  to  soldiers  who 

need  mental  healdr  treatment,  their  peers,  their  leaders  and  the  Army  as  a  whole  in  faeilitatirrg 
ion  of  mental  health  services.  Our  findings  underscore  the  impormnce  of 
collaboratrve  actions,  and  also  offer  interesting  directions  for  both  researchers  and  pracfitioners. 
The  current  study  also  highlights  the  importance  of  continuing  our  efforts  in  exannmng  bamers 
and  facilitators  in  treahnent-seehing.  because  mental  hedth  care  conhnues  to  be  underutilized 
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while  mental  health  issues  remain  prominent  in  the  military. 
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Table  4.  Recommendations  for  the  Army  and  sample  quotes  _ _ _ _ _ _ _ 

Recommendations  for  the  Focus  groups  Interviews  Sample  quotes 

Army  as  an  organization  (out  of  12)  (out  of  32) _ ^ _ _ _ _ _ _ _ 

“If  we  don ’t  preach  it  out  properly  to  them  and  let  them  know  it’s 
OK,  they  ’re  just  gonna  look  it  from  other  people  that  they 
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Abstract 

Many  soldiers  who  seek  treatment  for  mental  health  problems  drop  out  of  treatment  before  it  is 
complete.  The  present  study  examined  factors  that  are  associated  with  dropout  among  active  duty 
soldiers.  Soldiers  who  had  sought  treatment  (N  =  260)  responded  to  measures  of  beliefs  about 
mental  health  treatment,  mental  health  symptoms,  treatment-seeking  behaviors,  and  treatment 
dropout.  Fifty-seven  soldiers  reported  dropping  out  before  treatment  was  completed.  Commonly 
endorsed  reasons  for  dropout  were  that  soldiers  were  too  busy  with  work  and  a  preference  to 
handle  the  symptoms  oneself  A  series  of  logistic  regressions  revealed  that  depression  symptoms 
=  1.07),  functional  impairment  (OR  -  1.49),  career  stigma  (OR  =  1.70),  differential 
treatment  stigma  (OR  =  1.62),  practical  barriers  (OR  =  1.76),  negative  beliefs  about  treatment 
(OR  =  1.98),  and  self-reliance  (OR  =  1.78)  were  associated  with  an  increased  likelihood  of 
dropout.  Positive  beliefs  about  treatment  were  associated  with  a  decreased  likelihood  of  dropout 
(OR  =  .60).  Functional  impairment,  career  stigma,  and  self-reliance  remained  miique  predictors 
in  a  final  forward  conditional  regression.  These  findings  highlight  the  need  for  interventions  to 
support  soldiers  in  treatment  by  educating  them  on  the  benefits  of  treatment  and  reducing 
practical  barriers. 

Keywords:  military,  treatment,  dropout 
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Correlates  and  Reasons  for  Mental  Health  Treatnrent  Dropout  among  Active  Duty  Soldiers 

Mental  health  problems  among  active  duty  personnel  have  become  a  growing  concern. 
Service  members  who  have  been  deployed  to  conflicts  in  Iraq  or  Afghanistan  (Operation  Iraqi 
Freedom/Operation  Enduring  Freedom  or  OIF/OEF)  experience  high  rates  of  mental  health 
problems,  tanging  from  20^44%  meeting  criteria  for  posttramnatic  stress  drsorder  (PTSD), 
depression,  alcohol  use  disorders,  and  other  psychiatric  diagnoses  (Kim,  Thomas,  Wilk,  Castro. 

&  Hoge,  2010;  Seal  et  al.,  2009).  Despite  these  substantial  mental  health  needs,  only  a  mmotrty 
(13-50%)  of  soldiers  with  mental  health  problems  seek  treatment  (Hoge,  Auchterlome,  & 
Milliken,  2006;  Kehle  ct  al„  2010;  Tanielian  et  al.,  2008).  Exacerbating  the  problem,  many  who 

begin  treatment  do  not  complete  it  (Hoge  et  al.,  2014). 

Data  from  both  civilian  and  military  populations  suggest  that  about  one  in  five 
individuals  who  seek  treatment  for  mental  health  problems  (19-24%)  drop  out  and  therefore  do 
not  receive  adequate  care  (Edlund  et  al.,  2002;  Hoge  et  al,  2014;  Wang,  2007).  Psychotherapy 
dropout  results  in  negative  consequences,  including  reduced  treatment  efficacy,  decreased  cost- 
effectiveness,  poor  symptom  outcome,  and  increased  mortality  rates  (e.g.,  Davis  et  al,  2012, 
Wierzbicki  &  Pekarik,  1993).  Therefore,  it  is  important  to  understand  the  prevalence  and 
determinants  of  treatment  dropout  in  at-risk  populations  in  order  to  mitigate  these  consequences. 

Despite  a  high  prevalence  of  mental  health  problems,  research  on  determinants  of 
dropout  in  military  samples  is  limited  and  primarily  focused  on  veterans  with  PTSD.  Regarding 
demographic  characteristics,  young  age,  Black  race,  and  low  income  have  been  positively 
associated  with  treatment  dropout  in  OEF/OIF  veterans  with  PTSD  (Harpaz-Rotem  & 
Rosenheck,  2011).  Although  symptom  severity  and  functional  impairment  appear  to  relate  to 
dropout,  findings  are  mixed.  One  study  of  OEF/OIF  veterans  found  a  negative  relationship 
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between  depression  and  dropout  (Erbes  et  al.,  2009),  whereas  another  found  that  eonrorbid 
diagnoses  of  substance  use  disorder,  bipolar  disorder,  and  sehiaophrenia  were  positively 
associated  with  heatment  dropout  in  veterans  with  PTSD  (Harpaz-Roten.  &  Rosenheck,  2011). 

Military  culture  can  present  unique  barriers  to  care,  including  an  emphasis  on  selt- 
relrance,  the  importance  of  subverting  one's  needs  to  the  organizational  mission,  and  stigma 
associated  with  mental  health  treatment-seeking  (Zrrmow  et  ah.  2013).  Additionally,  active  duty 
soldiers  face  practical  barriers  that  include  frequent  change  of  duty  locaUon  and  high  work 
demands  (MeLay  et  ah.  201 1).  Therefore,  it  is  also  important  to  understand  the  effects  of 
treatment  aUitudes  and  practical  barriers  on  treatment  dropout.  One  study  found  that  the  most 
frequently  reported  reasons  for  dropping  out  included:  a)  soldiers  feeling  they  could  handle 
problems  on  their  own;  b)  being  too  busy  with  work;  c)  lack  of  comfort  with  the  mental  health 
professional;  d)  stigma;  and  e)  treatment  didn't  seem  to  be  working  (Hoge  et  ah.  2014). 

However,  this  study  was  limited  to  soldiers  seeking  treatment  for  PTSD,  and  did  not  exanune  the 
statistical  association  behveen  independent  assessments  of  these  factors  and  treatment  dropout. 

Another  significant  gap  in  the  literature  is  a  lack  of  information  on  factors  that  facilitate 
treatment  seeking,  which  could  also  improve  treatment  retention.  Factors  associated  with 
treatment  initiation  in  prior  shidies  of  active  duty  soldiers  include  positive  leader  behaviors, 
positive  attitudes  toward  treatment,  and  social  network  support  (Britt,  Wright.  &  Moore,  2012; 
Wright  et  ah,  2009;  Zinzow  et  al.,  201 3).  These  factors  could  affect  soldiers'  attitudes  and  the 

unit  climate  and  therefore,  a  soldier' s  likelihood  of  remaining  in  treatment. 

More  research  is  needed  that  examines  not  only  the  reasons  for  treatment  dropout,  but 
also  the  factors  associated  with  dropout  in  active  duty  military  samples.  An  improved 
understanding  of  factors  associated  with  treatment  dropout  could  inform  efforts  to  increase 
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Method 


Participants  o/t 
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A  total  of  1 .624  active  duty  soldiers  completed  a  surv  y 

,„oided  eouseat  for  their  responses  to  be  used  for  research  purposes.  The  sample  used  for  the 

_ts.udywasrestrictedtoo.yth„sesoldierswhohadmdicatedt^^^ 
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survey  in  garrison  as  a  ccmponen,  of  pre-deployment  proeessing  over  tire  course  of  teee  weeks. 

The  survey  contaured  assessments  of  mental  health  symptoms,  self-reported  treatment-seetag 
information,  and  perceptions  of  mental  health  heatment-seeking.  Soldiers  were  briefed  as  a 
group  on  the  purpose  of  the  study  and  were  provided  infonned  consent  doeumen.  wrth 
additional  demils.  Soldiers  completed  the  survey  while  waiting  a,  proeessing  stations  or  at  the 
researeh  team's  desig^ted  station.  The  measures  used  in  the  present  shrdy  were  drawn  from  a 
target  assessment  that  is  more  thoroughly  described  by  Britt  et  al.  (2015a).  which  only  exammed 
the  three  different  types  of  stigma  as  correlates  of  reported  dropout,  but  did  no.  examme  the 
relahonship  between  symptoms  and  dte  remaining  de.ermmants  of  treamrent-seeking  m  relaUon 

to  dropout,  and  did  not  examine  reasons  for  dropout. 

Measures 

Demographics.  Items  assessed  gender,  age.  marital  status,  race/ethnicity,  highest 
eompleted  educatron,  and  miUtary  tenure.  Gender  was  eoded  as  male  (0)  or  female  (1).  Age  was 
coded  as  18  to  24  (0),  25-29  (1),  and  30  or  older  (3).  Marital  status  was  coded  as  single 
(including  never  marr.ed,  separated,  divoteed,  or  widowed;  0)  or  manied  (1).  Raee/ethnieity  was 
eoded  as  Caucasian  (0),  Black  (,).  Hispanre  (3).  or  odrer  (hrciuding  Asian,  multi-raei..  and  other 
responses;  4).  Education  was  coded  as  having  no  college  depee  (including  less  than  ahtgh 
school  dtploma  to  some  college;  0)  ct  a  college  de^ee  (associate’s,  bachelor's,  master’s,  or 
doctorate  degree;  1).  Militmy  tenme  was  assessed  with  a  continuous  variable  in  years. 

Treatments  Received.  The  type  of  treatment  that  soldiers  received  was  assessed  wrd. 
nine  items  on  dte  source  or  locatton  of  dre  treatment  provider  and  six  items  on  dre  type  of 

treatment,  integards  to  provtdet  type,  soldiers  were  asked  to  indicate  iftheyh^^ 

health  services  for  a  sdess.  emotional,  alcohol,  or  family  problem  from  any  of  mne  Usted 


CORRELATES  OF  DROPOUT  8 


p„fe.ion.s,  indud..  fou,  o„-pos.  cental  health  ptovidets  (thaee  specific  on-ha.  locaficns 

o«ngs..i.acseMccsand.«opfionfot^.anotenfili.a..hacfil^ 

specific  option  for  embedded  providers),  a  mental  health  professional  at  a  cvthan  fachty,  a 
primary  cam  doctor  at  a  civtlian  or  nrilitary  facility,  a  ctapl^n  or  spiritual  advisor,  or  any  ofiter 

soldiers  were  also  ashed  to  indicate  if  they  had  received  any  of  six  provtded  tmatments 

rvithht  the  past  12  months.  Treatments  listed  included:  Individual  therapy  or  counsehng, 

assessmertt  testhtg  sessions  for  a  mental  health  problem,  group  therapy,  medicatton  for  a  menta 

healdt  problem,  marital  or  fatnily  therapy,  alcohol  or  snbstmtce  abuse  treatment,  tnpahen. 

psychiatric  hospitalization,  telehealth,  or  internet-based  therapy.  Soldiers  were 

options  that  applied,  with  response  options  of  yes  or  no. 

Mental  Health  Treatment-Seeking.  Soldiers  were  considered  to  have  sought  treatment 

if  they  reported  that  they  had:  a)  sought  treatment  for  a  mental  health  problem 
professional  mental  health  se.ices  fiom  any  of  nine  provider  types  in  the  past  ,2  months  b) 

reeeived  any  ofsixpossibletreatmentsthat  were  provided  withindiepastninondr^ 

mental  he.thvis.ts,nthepastl2monthswithresponseoptionsofO,l-2,3-2,S-12,andmo^^ 

than  12;  or  d)  started  treatment  but  dropped  out. 

Treatment  Dropout  was  assessed  with  one  item:  "Did  you  start  receiving  mental  health 

treatment  in  the  past  1 2  months,  but  stopped  or  dropped  out  before  completing  the  treatment7 
with  response  options  of  yes  or  no. 

Treatment  Dropout  Reasons  were  assessed  with  a  28-item  measure,  which  included  23 
items  developed  by  Hoge  et  al.  (2014)  and  four  additional  items  that  were  mcluded  based  on 
rmdings  fiom  c,nalita.ive  studies  (Zinzow  et  al.,  2013),  Those  soldiers  who  had  responded  diat 
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they  had  dropped  out  oftreatment  were  asked  to  indicate  te  PP  §  ^ 

fte  list  of  28  options.  Sample  items  included  “Got  better  and  didn't  need  further  — t  an 
“Too  busy  with  work”. 

Determinants  of  Treatment-Seeldng.  A  38-ite.n  nreasure  from  Britt  et  al.,  (2 

.edtoassessbarriersandfaciUtatorsoftreatment* 

.nine-factor  stmet„re,withftvefae.orsthat«eredrawn.omprev,ouslim^^^^^ 

.008.Kinteta,.,20.i):di^crc„«uf«o..cn,sd.cmn,whtehUtdex^^ 

neatld  different.  asaresu.tofseehingtreatmentCe.g.,Oetti^^ 

heembarrass.ng;M^2.,4..O^i.02,a=..2),curccr.d.«(e.B^ 

_ent.o.dhur.m.chaneesofBeningpromote.M^2..,..  =  ..^^ 

„mcnrc(e.B,iaonotimo«wheretogotoget,ne„.a,healtbtreahn^ 

/  f  tfs  a  The  idea  of  talking  about  my  problems 
82  a  =  77),  mgatiw  beliefs  about  treatment  (e.g.,  Ihe 

,,  ir-ooi  eD=  67  a=.78),andse(/-«Honcc(e.g.,I 

during  therapy  makes  me  uncomfortable;  M  2.91, 

pmfert„hand.eprobiemsmyselfasopposedtoseekmen.a.hea,thheatment;M=2,8 

"’'“7o!additiona,  factors  werenewiydeveiopedbvBritte.  a, .,(20i5b)b 

^ualitMive  research  by  Zinzow  e,  at.  (2013)  to  assess  additional  factors  that  may  mflucnce 

neam,entseekingbehaviors.Xhesefactorsh,cluded;„^ 

,sy«..obfcntt(e.g.,Medicat.onsareno^ 

3  02  ®  ^  .70,  a  =  .74,  stigmatising  perceptions  of  solders  .1.0  see,  Peatment  (e.g., 

.otddh:ve.essconf.denceinaun.tmemberwhohadrece.edment.health— 

2  51  SD  =  66,  a  =  .81),;»smvc  beliefs  about  mental  Healtb  treatment  (e.g.,  Menml  hea  t 

treatments  work;M^3.6,,®^.64,a  =  .S2),  and  social 
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Friends  and  family  woald  encourage  me  to  go  get  mental  health  treatment  if  I  needed  it;  M  = 

3  58  SD=  .78,  a  =  .74).  Responses  were  on  a  five-point  scale  ranging  from  strongly  disagree  (1) 

to  strongly  agree  (5). 

PTSD  Symptoms  were  assessed  using  the  17-item  PTSD  Checklist  (Weathers,  Ruscio, 

&  Keane,  1999).  This  measures  has  been  supported  as  a  valid  indicator  of  PTSD  symptoms  in 
military  samples  (e.g.,  Bliese  et  ah,  2008).  Symptoms  experienced  over  the  past  month  were 
rated  on  a  five-point  scale  ranging  from  not  at  all  (0)  to  extremely  (4).  and  were  summed  for  a 
continuous  index  of  symptom  severity  39.11, ^  16.71;  u  =  .95).  A  dichotomous  variable 
was  used  to  categorize  participants  who  met  DSM-IV  criteria  for  PTSD  and  scored  higher  than 
50  for  severity.  The  score  of  50  is  a  somewhat  high  cutoff,  used  in  military  samples  (National 
Center  PTSD,  2012).  Seventy-five  soldiers  (28%)  met  study  criteria  for  experiencing  PTSD. 

Depression  Symptoms  were  assessed  using  the  9-item  Patient  Health  Questionnaire 
(PHQ)  developed  by  Kroenke,  Spitzer,  and  Williams  (2001).  The  PHQ  has  been  shown  to  be  a 
valid  indicator  of  depression  in  military  settings  (e.g.,  Hoge  et  ah,  2004).  Soldiers  rated 
symptoms  experienced  during  the  past  two  weeks  on  a  four-point  scale  ranging  from  not  at  all 
(1)  to  nearly  every  day  (4).  Responses  were  summed  to  index  symptom  severity  (M=  7.27,  SD  = 
6.80;  a  -  .91).  Those  who  endorsed  experiencing  functional  impairment  and  five  or  more 
symptoms  during  the  past  two  weeks  were  scored  as  positive  tor  depression  (Kroenke  et  al., 
2001).  Forty-seven  soldiers  (18%)  metthese  study  criteria  for  experiencing  major  depressive 

disorder  (MDD). 

Alcohol  Problems  were  assessed  using  the  Two  Item  Conjoint  Screen  (TICS;  Brown, 
Leonard,  Saunders,  &  Papasouliotis,  2001).  The  TICS  has  demonstrated  acceptable  sensitivity  to 
detect  problems  with  excess  alcohol  in  military  settings  (e.g.,  Bliese  et  ah,  2005);  however,  we 
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no.  th.  «s  is  intended  to  be  a  seteening  tool  attd  not  a  diagnostic  test,  d^e  ttents  tefetence  tbe 

pastfotnweebs,witbyesotnotesponseoptions.Sc,dietsweteconsidetedto^ 

p,ob,e.intbeptesentstud,iftbe,tesponded,estoat,eastoneite..Po^^^^^ 

positive  in  the  present  study. 

rnnctinoa,  In.painn.ent  was  assessed  using  three  ite.s  adapted  6om  Sheehan  et  al. 
Participants  were  ashed  how  .nch  stress  or  entofonai  probietns  had  interfered  w.th 

occt.pationa.,soeiai,a„dfa...  — overthepastfonrwee.^ 

point  scale  ranging  from  not  at  all  (1)  to  extremely  (5;  M=  1 .98,  SD  =  1-13;  a=  .92). 

Data  Analysis 

inihal  descriptive  statistics  and  response  frequencies  were  computed  to  determ.ne  t  e 
reported  fiequencies  of  mental  health  visits,  types  of  treatment  options  used,  the  frequency  of 
hropout.  and  d,e  reasons  endorsed  for  dropping  out  of  treatment.  A  series  of  ,og.st.e  regtess.ons 

wereeonductedtoexamine.estatisticalrelationshipsbetwee„theproposedpred^^^^^ 

nnd  reported  treatment  dropout.  First,  each  predictor  was  entered  nrdependently  into  un.var,ate 

regressions.  Pred.ctorsinc,udeddemograph.cvar.ab,es,mentalhealth  symptoms, and.^ 

determinants  of  treahnent  seehing  from  Britt  et  al.  (2015).  Second,  a  final  cond.t,onal  stepw.se 
logistic  regression  was  conducted,  including  all  significant  univariate  predictors.  Ustng  th.s 
technique,  al,  predictors  are  entered  in  steps  into  a  multivariate  model,  hut  only  those  ttat 
improve  the  mode,  are  retained.  All  tmalyses  were  conducted  using  SPSS  v.22. 

Results 

Descriptive  Statistics:  Treatment  Seeking  and  Reasons  for  Dropout 

in  the  sample  of  260  soldiers  who  had  reported  seeking  treatment,  28%  mdrcated  they 

had  attended  one  to  two  visits.  24%  had  reported  aticrding  three  fo  seven  visits.  14%  reported 
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attenang  ei^.  to  ..elve  ™.s,  and  7%  repotted  nrore  dran  12  visit.  Tlte  most  eontmonly 
reported  type  of  treatment  received  was  individual  therapy  or  counseling  (61%),  and  dtc  most 

cormnonprov.der.pewasanon.posthehav.or.he.thprovrder(S2%,Thetypesof— 

received  and  provider  types  of  those  who  reported  dropping  out  of  treatment  were  similar  to 
4„ae  who  had  not  dropped  out  of  treatment  (Table  1).  Chi-s,uare  tests  of  independence 
comparing  the  proportions  of  those  who  did  or  did  not  drop  out  of  treatmen 
ireatment  and  provider  type  revealed  no  significant  differences  between  the  two  groups. 

inlotal  57  soldiers  (22%  ofthose  who  hadreported  scehing  treatment)  reported  that  they 

,adstoppedtr:atme„tbeforeitwaseomp,eted.Ma„ysoldierswhohaddroppedom 

within  the  past  12  months  reported  experiencing  current  mental  health  symptoms,  with  16  o  t  e 
57  (28-/.)  meeting  study  criteria  for  MDD,  25  (44%)  meeting  study  criteria  for  PTSD. 

,0%)meetingstudycr,teriaforaprohlemwitha,cohol.Tfdrtyso.diers(57%^ 

experiencing  a  current  problem.  The  most  commonly  endorsed  reasons  for  dropout 

aoldiers  were  too  busy  w.thworh,perceivedthatthey  could  tahecareofproblemsontheiro^ 

and  believed  that  appointments  were  not  available  or  too  far  apart.  Maiiy  also  reported 

,, their  symptomshadgottenbetterandtheyd.d„otneedtreatment(Xable2).Wecon^^^^^^^^ 

amber  exploratory  analyses  usuig  only  those  who  reported  stopping  treatment  becau^^ 

.,cy  got  better  to  better  understand  if  these  individuals  were  still  experiencing  a  problem  an 
whether  they  differed  fiom  others  who  dropped  out  for  other  reasons.  This  group  did  report 

..ersymptomlevelsthanthosewhodidnotendorsethattheygotbcttertTherewere^ 

^nxitoms  levels- PTSD  symptoms,  t  (55)  -  3.80,  p  <  .001, 

significant  differences  in  current  symptoms  levels.  P  l 

depression  symptoms,  t  (54)  =  4.20,  p  <  .001;  functional  impairment,  t  (55)  =  4.84.  p  <  .001. 

However.as.xeableportion(53%)ofthose  who  reported  they  gotbetter  continued  toreporta 
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current  problem  or  screen  positive  on  measures  of  PTSD,  depression,  or  an  alcohol  problem 
according  to  study  criteria.  Further,  70%  of  soldiers  who  endorsed  the  “felt  they  got  better” 
reported  at  least  one  additional  reason  for  dropout.  This  group  did  not  differ  from  the  rest  of  the 
sample  who  dropped  out  on  the  determmants  of  treatment  seeking,  except  that  they  had  slightly 
less  negative  beliefs  about  treatment,  t  (55)  =  2.56,  p  <  .05. 

Correlates  of  Dropout 

The  associations  between  demographic  variables,  determinants  of  treatment-seeking, 
mental  health  symptoms,  and  reported  treatment  dropout  were  examined  in  a  series  of  univariate 
logistic  regressions.  These  results  are  summarized  in  Table  3.  Results  indicated  that  demographic 
variables  and  alcohol  problems  were  not  associated  with  treatment  dropout.  The  relationship 
between  PTSD  symptoms  and  dropout  approached  significance  (OR  =  1.02,p  -  .045),  however, 
the  OR  confidence  interval  included  1 .00,  indicating  a  nonsignificant  relationship.  Depression 
symptoms  were  positively  associated  with  treatment  dropout  (OR  =  1 .07,  p  <  .01).  Functional 
impairment  was  also  associated  with  a  higher  likelihood  of  dropout  (OR  =  1  A9,p  <  .01). 

Regarding  determinants  of  treatment-seeldng,  cai-eer  stigma  (OR  =  1.70,p  <  .01), 
differential  treatment  stigma  (OR  =  1.62,p  <  .01),  practical  barriers  (OR  =  1 .16, p<  .01), 
negative  beliefs  about  treatment  (OR  =  l.9%,p  <  .01),  and  self-reliance  (OR  =  1.78, p  <  .05)  were 
positively  associated  with  reported  dropout.  Positive  beliefs  about  treatment  were  negatively 
associated  with  reported  dropout  (OR  =  .66p<  .05).  Social  support  for  treatment  seeking, 
negative  beliefs  about  medications,  and  stigmatizing  beliefs  about  others  were  not  significantly 
related  to  treatment  dropout.  All  significant  correlates  were  entered  into  a  final  conditional 
forward  logistic  regression.  Only  fimctional  impairment,  self-reliance,  and  career  stigma 
emerged  as  unique  predictors.  These  results  are  displayed  in  Table  4. 
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Discussion 

Consistent  with  prior  literature  (e.g.,  Hoge  et  al.,  2014),  we  found  that  a  substantial 
portion  (22%)  of  soldiers  reported  dropping  out  of  treatment  before  it  was  completed,  and  over 
half  soldiers  who  reported  seeking  treatment  attended  less  than  eight  sessions.  Poor  treatment 
retention  poses  a  serious  threat  to  soldiers’  well-being  and  duty  performance.  The  present  study 
sought  to  better  understand  why  soldiers  drop  out  of  treatment  by  examining  reasons  for 
treatment  dropout  as  well  as  factors  that  are  associated  with  the  likelihood  of  dropout. 

We  found  that  the  most  commonly  endorsed  reasons  for  treatment  dropout  were  related 
to  preferences  for  self-reliance,  work  interference  with  treatment,  ditEculty  getting 
appointments,  and  stigma  concerns.  These  were  among  the  top  reasons  described  in  the  study  of 
active  duty  soldiers  by  Hoge  et  al  (2014).  Thus  our  results  strengthen  the  conclusions  that 
practical  and  attitudinal  barriers  need  to  be  addressed  to  encourage  retention.  Several  concerns 
with  treatment  and  providers  were  also  endorsed  in  both  samples,  but  the  percentages  were 
substantially  higher  in  our  sample  as  compared  to  Hoge  et  al.  (2014).  These  concerns  included 
the  availability  of  appointments,  the  effectiveness  of  treatment,  and  concerns  that  the 
professional  was  not  sufficiently  caring.  Some  of  these  reasons  may  point  to  a  need  for  providers 
to  focus  on  promoting  engagement  in  treatment,  such  as  through  seeking  to  build  trusting 
relationships  and  emphasizing  the  utility  of  the  skills  they  are  learning.  These  overall  findings 
underscore  the  potential  benefit  of  educating  soldiers  about  treatment  effectiveness,  as  well  as 
improving  the  flexibility  and  accessibility  of  services.  Further,  we  note  that  our  study  included 
soldiers  who  reported  a  wide  range  of  mental  health  concerns,  whereas  Hoge  et  al  (2014) 
specifically  examined  soldiers  with  PTSD.  Thus,  soldiers  with  different  diagnoses  may  also 
experience  different  barriers  to  treatment  retention. 
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Many  soldiers  also  reported  that  they  felt  their  symptoms  had  improved  and  they  did  not 
need  further  treatment.  Hoge  et  al.  (2014)  also  reported  this  as  a  common  reason  for  dropout, 
although  at  a  somewhat  lower  rate  than  our  sample.  While  it  may  be  that  soldiers  endorsing  this 
response  felt  their  symptoms  were  improved,  it  still  raises  concern  because  the  soldier  reported 
stopping  treatment  “before  it  was  complete”.  Thus  the  provider  may  have  had  alternative 
recommendations  for  the  soldiers  who  endorsed  this  reason;  however,  this  cannot  be  venfied. 

We  do,  however,  provide  evidence  that  a  non-trivial  number  of  those  soldiers  who  reported 
“getting  better”  still  reported  current  symptoms  that  met  study  criteria.  Although  we  cannot  draw 
firm  conclusions  with  the  present  data,  we  propose  that  these  individuals  may  still  have  received 
insufficient  treatment  and  that  this  particular  reason  merits  further  attention  in  research. 

We  found  stigma  perceptions,  practical  barriers,  beliefs  about  treatment,  and  self-reliance 
were  related  to  likelihood  of  dropout.  These  factors  have  also  been  related  to  reports  of 
treatment-seeking  in  military  samples  (e.g.,  Britt,  2008;  2015;  Hoge  et  ah,  2004,  Kim  et  al., 
2011),  and  extend  the  previously  reported  results  of  different  types  of  stigma  as  correlates  of 
reported  treatment  dropout  (Britt  et  al.,  2015a).  Our  study  established  that  additional 
determinants  of  treatment-seeking,  beyond  stigma,  merit  organizational  attention  because  of  their 
relevance  throughout  the  treatment-seeking  and  retention  process. 

Given  their  unique  association  with  reported  treatment  dropout,  career  concerns  and  self- 
reliance  should  be  primary  targets  of  interventions  designed  to  facilitate  retention.  For  example, 
it  may  be  important  to  educate  soldiers  on  realistic  outcomes  of  seeking  treatment.  Soldiers 
should  be  aware  of  the  realistic  consequences  of  seeking  treatment  for  one’s  career  and  be 
provided  with  comparative  information  of  how  untreated  symptoms  could  result  in  significant 
interference  with  work  performance  and  potentially  career  harm.  In  addition,  unit  leaders  should 
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command  should  consider  that  although  it  may  seem  detrimental  that  a  soldier 

.orhtoseehtreamient,itmighthecomefarmorede.dmentaltotheun..i^^ 

_nhomnotsee.ngtreatment.Fu*er,so,diersmayheneT.tlrom— 

olwhenaprohlemmeritspro— helpratherthanharrdlingaprohlemones^ 

mlorma.ionmayhepart.eu,ar,yhnpodantTorthosesoldrers.homay.^^ 

enough  to  discontinue  treatment,  but  may  still  be  experiencing  symptoms. 

addition,  we  found  that  hmctional  hnpainnent,  as  well  as  symptoms  of  depression. 

„erepos.hve.yassociatedwithrepo.tedtreahnentdropout.Pa.cul^^^^^ 

was  uniquely  associated  with  reported  dropout.  This  relationship  is  opposite  to  prior  m  g 

HrbesetaKZOOq),wheredepressioi, symptoms  wereassociatedwithadecreaseindropout 

Uhelihoodinasample  of  OEF/OIF  veterans.  Itispossible  that  veterans  may  haveless 

f  tv  soldiers  (e  g  &om  occupational  demands)  to  remaining  m 
interference  than  active  duty  soldiers  1  -g-, 

treatment  when  problems  are  severe. 

Specific.ly.dierelatio„shipbetween.netionalimp.rmentandre.^^^ 

..,amedmseveralways.F.rs.,stud.eshaveshownthatperceptionsofst.^^ 

harriemareheightenedwhensoldiersexperienceamentalhealthproblemCHo^^  >• 

and  it  is  possible  that  these  barriers  eontribute  to  premature  treatment  tennmation.  S  , 

.mpairmentmaym^eitmcrediiTteubtoahendreguiarsessionsandinanaetived^^^ 

aettmgdnsmayrequheeourage(Pury,Britt,Zinaow,.Raymond,TO,d,Th^^^ 

fte  psychological  resources  required  for  continuing  heatment  can  also  be  tmpaire  ,  g^ 

dropout.  Third,  it  may  be  that  those  reporting  higher  levels  of  impaimient  are  more  impaire 

preeiseiyheeansetheyl.veterminatedatreatment«otherwisewou.^ 
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functioning.  Finally,  individuals  who  are  not  experiencing  relief  from  their  treatment  may  be 
both  more  likely  to  drop  out  and  to  report  more  impairment. 

The  present  study  had  several  limitations  that  highlight  directions  for  future  research. 
First,  although  we  were  able  to  differentiate  those  who  had  dropped  out  of  treatment  from  those 
who  had  not,  our  data  was  cross-sectional;  thus  firm  inferences  about  causality  cannot  be  drawn. 
Future  longitudinal  research  is  needed  to  further  determine  what  factors  influence  decisions  to 
drop  out  of  treatment.  Researchers  could  also  follow  up  with  soldiers  who  diop  out  of  treatment 
to  better  understand  the  consequences  of  not  remaining  in  treatment  and  factors  that  may 
encourage  a  soldier  to  engage  in  treatment  again.  Second,  all  of  the  data  examined  in  the  present 
study  was  self-report  and  is  subject  to  concerns  associated  with  accurate  reporting.  Soldiers  were 
assured  that  their  responses  were  anonymous  in  order  to  encourage  honest  reporting,  however, 
future  studies  are  encouraged  to  utilize  more  objective  data  on  treatment  attendance  and  dropout, 
such  as  from  mental  health  providers.  Third,  we  were  unable  to  examine  differences  between 
different  types  of  treatment  or  treatment  providers  due  to  the  small  sample  size.  Future  studies 
should  consider  how  reasons  for  dropout  might  vary  based  on  treatment  types.  Lastly,  the 
soldiers  in  our  study  were  in  the  unique  context  of  pre-deployment  processing.  The  anticipation 
of  deployment  could  have  impacted  some  responses.  Therefore,  it  would  be  informative  to 
conduct  additional  studies  further  in  advance  or  following  a  deplojment  to  determine  whether 
responses  remain  consistent. 

Our  findings  have  important  implications  for  military  organizations,  support 
organizations,  and  mental  health  providers  in  encouraging  soldier  retention  and  reducing  mental 
health  burdens.  These  organizations  should  be  devoted  to  these  efforts,  not  only  for  the  soldier’s 
well-being,  but  also  for  the  functioning  of  the  organization.  Psychological  stress  and  mental 
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Health  problems  can  be  associated  with  large  organizational  costs  in  health  care  and  employee 
productivity  (Hilton.  ScuShrmr.  Vecchio.  &  Whiteford,  2010;  Goetzel.  Oznunlcowsld,  Sederer  & 
Mark.  2002).  However,  when  employees  complete  treatment,  the  improvements  in  producfvtty 

likely  offset  the  employer  treatment  costs  (Goetzel  et  al,  2002). 

Obstacles  such  as  negative  views  of  heatment  and  self-reliance  may  be  alleviated  by 

educatiomtl  interventions.  Our  findings  suggest  that  such  intervenfions  should  focus  on  the 

dangersofmappropriateself-relrancetoeopewithmentalhealthproblemswhena^^^^^^^ 

cannot  be  handled  oneself.  Interventions  can  also  re-fiame  seekhtg  treatment  as  a  way  to  be  a 
stronger  soldier,  where  seeking  help  is  not  a  sign  of  weakness  but  an  effort  to  tncrease  mental 
fitness.  Providers  may  also  need  to  better  educate  soldiers  on  treatment  effectiveness  and  what  to 
expect  in  treatment,  so  that  more  accurate  expectations  may  encourage  soldiers  to  remam  in 
treatment.  Finally,  increasing  treatment  flexibility,  employing  multiple  treatment  modalities,  and 
offering  efficacious  short-term  interventions  could  reduce  practical  barriers  to  treatment 

(Zinzow,  Britt,  McFadden,  Burnette,  &  Gillispie,  2012). 

specific  recommendations  in  the  context  of  the  military  could  be  providing  more 

not  be  aware  of  oriine  resources  that  could  be  more  compatible  with  work  schedules.  In  addmon. 
in-person  sources  of  —  should  be  made  more  accessible,  either  flnough  alterafions  of 
soldier  work  schedules  or  extended  hours  at  mental  health  clinics.  Lastly,  larger-scale 
organizational  changes,  such  as  revising  policies  that  may  discriminate  against  service  members 
with  rnenml  health  diagnoses  (e.g..  Acosta  et  al..  2014).  may  be  necessary  to  promote  a  culture  of 
acceptance  toward  those  experiencing  mental  health  concerns  and  those  seeking  treatment. 


Conclusions 
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The  results  of  the  present  study  demonstrated  that  a  substantial  number  of  soldiers  who  seek 
treatment  for  a  mental  health  problem  report  dropping  out  of  treatment  before  it  is  complete. 
Factors  such  as  a  preference  to  take  care  of  the  problem  oneself,  concerns  about  stigma  and 
career  harm,  and  the  degree  of  impairment  a  soldier  was  experiencing  were  all  related  to  whether 
or  not  soldiers  reported  dropping  out  of  treatment.  The  study  highlights  the  importance  of 
educating  soldiers  on  when  treatment  is  necessary  to  cope  with  mental  health  concerns  and  the 
need  for  organizational  interventions  to  remove  practical  barriers  to  care. 
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Type  of  Treatment 
Individual  therapy  or  counseling 
Assessment/testing  session 
Medication  for  a  problem 
Group  therapy 
Marital  or  family  therapy 
Alcohol/substance  abuse  treatment 
Inpatient  hospitalization 
Telehealth 

Internet-based  therapy 
Alternative  or  holistic  medicine 
Vocational  rehabilitation 
Type  of  Provider 
On-base  mental  health  provider 
Civilian  mental  health  provider 
Primary  care  doctor  (military) 
Primary  care  (civilian) 

Chaplain  or  spiritual  advisor 


d  providers 

of  treatment. 

Dropped  out  (N  -  57) 

Did  NOT  drop  out  (N  =  146) 

N 

Percent 

N 

Percent 

44 

77 

100 

69 

17 

30 

56 

39 

17 

30 

50 

34 

5 

9 

21 

14 

15 

27 

33 

23 

4 

7 

22 

15 

1 

2 

7 

5 

2 

4 

10 

7 

2 

4 

7 

5 

— 

— 

8 

5 

— 

— 

8 

5 

44 

77 

99 

67 

6 

11 

24 

17 

4 

7 

20 

14 

1 

2 

5 

4 

12 

22 

41 

29 
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Table  2,  Deseriptive  statistics  for  reasons  for  dropout  (A  -  57). 

^ _ _ _ ^ — - — — - -  '  N  Percent 


Reasons  for  Dropout 
Too  busy  with  work 

Felt  like  you  could  take  care  of  problems  on  your  own 
Appointments  not  available  or  too  far  apart 
Got  better  and  didn’t  need  treatment 

stigma  (concerned  that  unit  members  or  leaders  might  treat  you  differently 

or  lose  confidence  in  you) 

Treatment  didn’t  seem  to  be  working 
Did  not  fit  with  work  schedule 

Didn’t  feel  that  the  mental  health  professional  was  sufficiently  caring 

Didn’t  feel  comfortable  with  the  mental  health  professional 

Did  not  like  the  way  the  mental  health  professional  communicated 

Did  not  have  sufficient  time  with  the  mental  health  professional 

Mental  health  professional  moved/you  PCS’d 

Didn’t  want  others  to  have  to  cover  for  my  work/responsibihties 

Didn’t  feel  that  the  mental  health  professional  was  competent 

Did  not  like  the  treatment  option  of  medication  offered  by  the  mental  health 

professional 

Worried  that  the  mental  health  treatment  would  not  be  kept  confidential 


37 

65 

35 

61 

33 

58 

30 

53 

27 

47 

26 

46 

25 

44 

23 

40 

22 

38 

18 

32 

18 

32 

18 

32 

17 

30 

14 

25 

14 

25 

14 

25 

14 

25 

14 

25 

from  your  unit  leaders 
It  took  too  much  of  my  time 

Not  enough  staff/resouices  at  the  clinic  to  provide  me  with  adequate 
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treatment 

Felt  judged  or  misunderstood  by  the  mental  health  professional 

13 

23 

The  type  of  treatment  did  not  match  my  expectations  for  the  type  of 

13 

23 

treatment  I  should  receive 

Leaders  or  other  unit  members  viewed  or  treated  me  differently 

13 

23 

It  made  me  feel  like  a  weak  person 

13 

23 

Transportation  not  available 

12 

21 

Leadership  did  not  support  me  going  to  treatment 

11 

19 

Did  not  like  the  treatment  option  of  talk  therapy  offered  by  the  mental 

10 

17 

health  professional 

Mental  health  professional  was  not  reliable 

9 

16 

It  made  me  feel  worse 

8 

14 

CORRELATES  OF  DROPOUT  29 


Table  3.  Univariate  correlates  of  mental  health  treatment  dropout. 


Variable 

B 

Wald 

Odds  Ratio 

Confidence 

Interval 

Demographics 

Female 

-.50 

.74 

0.61 

0.19—1.90 

Age 

18-24 

— 

— 

— 

— 

25-29 

.35 

.98 

0.88 

0.71—2.87 

30  or  older 

-.13 

.10 

0.36 

0.38—2.00 

Married 

.31 

.17 

1.36 

0.32—5.89 

Race/Ethnicity 

White 

— 

— 

— 

— 

Black 

-.22 

.19 

0.80 

0.29—2.15 

Hispanic 

.71 

2.19 

2.04 

0.80—5.21 

Other 

.79 

2.64 

2.20 

0.85—5.71 

College  degree 

-.63 

1.47 

0.53 

0.19—1.48 

Military  tenure 

-.02 

.60 

0.98 

0.93—1.03 

Mental  health  symptoms 

PTSD  symptoms 

.02 

3.97 

1.02 

1.00—1.04 

Depression  symptoms 

Qy** 

7.73 

1.07 

1.02—1.12 

Alcohol  problem 

.64 

2.44 

1.89 

0.85—4.20 

Functional  impairment 

.40** 

8.99 

1.49 

1.15—1.94 

Determinants  of  treatment  seeking 
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Career  stigma 

.53** 

9.31 

1.70 

1.21—2.40 

Differential  treatment  stigma 

.48** 

8.66 

1.62 

1.18—2.23 

Social  support  for  treatment  seeking 

-.25 

1.68 

0.78 

0.53—1.14 

Practical  barriers 

.57** 

7.65 

1.76 

1.18—2.63 

Positive  beliefs  about  treatment 

-.51* 

4.02 

0.60 

0.36—0.99 

Negative  beliefs  about  treatment 

.68** 

7.71 

1.98 

1.22—3.20 

Negative  beliefs  about  medications 

.38 

3.10 

1.47 

0.96—2.25 

Self-reliance 

.58* 

6.37 

1.78 

1.14 — 2.78 

Stigmatizing  beliefs  about  others 

.44 

3.30 

1.55 

.97—2.47 

Note.  N  range  =161  -203 .  The  results  presented  are  those  with  each  variable  entered 
independently  into  a  univariate  logistic  regression  as  predictors  of  treatment  dropout. 
*p  <  .05;  **p  <  .01. 
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Table  4.  Conditional  forward  logistic  regression  with  significant  univariate  correlates  of  dropout. 


Variable 

B 

Wald 

Odds  Ratio 

Confidence  Interval 

Functional  impairment 

,37* 

6.34 

1.45 

1.09—1.93 

Career  stigma 

.38* 

3.88 

1.46 

1.00—2.12 

Self-reliance 

.57* 

5.08 

1.77 

1.08—2.90 

Note.  N^\95. 
*p  <  .05. 


